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ABSTRACT 
 
 
This dissertation examines practices, discourses, and imaginaries of biomedicine within hospital 
spaces produced by transnational processes in a rural Ethiopian community. I examine how 
Ethiopian and volunteer American physicians navigate intersections of globalized standards and 
technologies with site-specific clinical realities and sociopolitical structures to provide patient 
care and engage in professionally-satisfying endeavors. Extending sociological theories of 
biomedicalization into this postcolonial space constructed by unpredictable mobilities of global 
health technologies, but largely disconnected from formal networks of biocapital reveals 
biomedical imaginaries of physicians in tension with severely limited material and symbolic 
resources. The instability that characterizes biomedicine in Gelel, Ethiopia, is evident in 
physician practices and discourses in two community hospitals, representing different forms of 
institutional governance and fraught engagements with national and international policies and 
resources. Data were collected between July 2013 and March 2014 in the form of participant 
observation in the wards, operating rooms, and clinics of the hospitals, qualitative interviews 
with Ethiopian and American physicians, hospital administrators, NGO coordinators, and other 
medical staff, and community member surveys. This dissertation contends that biomedicalization 
in these spaces is a variegated construct of neoliberal capitalism and thus produces 
disenchantments and contradictions evident within the embodied and socially embedded 
practices understood through analysis of the integration of globalized macroinstitutional 
structures and local clinical realities. Contemporary medical missions allow American volunteers 
to participate in one- to two-week projects in a particular mode of “global health” practice and 
produce boundaried clinical enclaves and novel forms of biomedical subjects. These processes 
work through frontier imaginaries and utilize spaces of exclusion and technologies of modularity 
that further enmesh Gelel’s biomedical processes and practitioners in particular moral and bio-
economies. The tensions that emerge from these various friction-laden interactions of 
individuals, communities, resources, and imaginaries are productive of variegated 
biomedicalization itself and reinforce the inequalities and exclusions that promote “global 
health” projects. 
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CHAPTER 1 
Introduction 
 
In a storeroom across the hallway from the main operating room in a hospital in rural Ethiopia, 
five suitcases and a large cardboard box filled with supplies were kept under a blue tarp, waiting 
for the return of an American surgical team. Having been asked by the team leader to do an 
inventory of their contents, I talked with the operating room manager about getting the boxes 
out. He told me emphatically that no one had touched them since two team members had 
inventoried them in April, eight months before. Opening the first suitcase, I noticed two blood 
pressure cuffs and while realizing the utility for making sure the team has these available when 
they arrived, I also knew how useful these would have been for the hospital staff in the time the 
team was gone. There were a few medications including ciprofloxacin, bisacodyl, 
acetaminophen, and ibuprofen, all of which are readily available in the hospital.1 Purchasing 
these medications locally would benefit either the hospital or the local pharmacies and probably 
cost less than purchasing them in the United States. Indeed, by bringing suitcases of medications 
donated in the United States, this team and others denied the hospital and the Ethiopian 
pharmaceutical sector the opportunity to make a profit from these same medications. The next 
suitcase was full of gloves of all sizes, some latex and some not. I grimaced as I thought of the 
hospital’s general surgeon’s latex allergy and how his hands broke out because of the unreliable 
supply of latex-free gloves in the hospital. I browsed through a third and fourth suitcase. One had 
a number of supplies in it, but notably suture of all different kinds. There was more suture in that 
																																																						
1 Ciprofloxacin is an antibiotic; bisacodyl is a laxative; acetaminophen and ibuprofen are both non-steroidal anti-
inflammatory (NSAID) analgesic medications. All of these medications, except for bisacodyl are manufactured 
within Ethiopia. 
	 2 
one suitcase than in the whole of the main operating room of this hospital. It seemed that many 
of the supplies locked away in these American suitcases were general surgical supplies; supplies 
that could have been useful to the hospital generally in times between the teams. It was obvious 
that nothing had been touched, including a small note in the glove suitcase welcoming the next 
American surgical mission from this institution team to Gelel, Ethiopia.   
The divide between Ethiopian and American biomedicines represented by these stored 
suitcases permeates the clinical practices in this rural Ethiopian community’s hospitals. The 
exclusion of Ethiopian biomedical practices and practitioners from the global imaginaries of 
American biomedicalization erases the efforts of these physicians to transcend assumptions of 
inadequacy and lack, as well as resource and network constraints produced within the 
disconnections and variegations of neoliberal capitalism. This biomedical borderland constructs 
Ethiopian and American physicians and surgeons as ambivalent mediators between 
technoscientific hype and clinical realities and of universal imaginaries of biologies and human 
rights and their unsettled and incomplete engagements with local sociopolitical contexts. The 
friction that produces this space is constructed at the intersections of multiple engaged universals 
within a place productive of and produced by global political economic regimes (Tsing 2005). 
Embodiments of expertise, biomedical technologies, and social and moral capital play an 
important role in the political economy of biomedicine in Gelel, as part of a transnational 
network of knowledges, practices, and discourses. These same biomedical things interact in 
problematic ways with clinical realities, patient bodies, and place-specific biomedicines, 
producing novel practices, discourses, and subjects. Biomedicalization, “global health,” and 
humanitarianism are engaged in various ways in local clinical contexts, creating new gaps and 
	 3 
suppressing incompatible truths, ultimately rewriting the very global asymmetries that produce 
this unique space, its subjects, and discourses.  
 What kinds of practices, discourses, and ethics are produced when American surgeons 
travel for “global health” projects that they may or may not be able to engage in within the 
United States and what does this mean for the way they see Ethiopian patients as compared to 
American patients? What are the ramifications for the Ethiopian physicians and staff? How do 
neocolonial discourses, development discourses, and ideas of race, nationality, and citizenship 
structure privilege and social capital? How are discourses of human rights and bioethics 
translated and embedded into this particular transnational space by Ethiopian and American 
physicians alike? This project will address these questions through understanding two 
community hospitals in Gelel, Ethiopia as transnational intersectional spaces in which friction-
laden interactions result in collaborations, but not necessarily communication and mobilities are 
shaped through variably porous and impenetrable borders, resulting in the simultaneous 
production of multiple and co-constitutive biomedicines.      
 
Overview of Project 
Multiple biomedicines intersect within these clinical spaces functioning as engaged universals 
that are both mobile and mobilizing but are unable to fulfill promises of universality even as they 
become embedded into the imaginaries, discourses, and practices of Ethiopian and American 
physicians (Tsing 2005). Biomedicalization, “global health,” and human rights appeal to 
contemporary venerations of science and modernity, as well as specific imaginations of 
humanity and relationships of geopolitical spaces and their occupants. Biomedicine and its 
discontents within Gelel are produced within a series of friction-laden interactions between these 
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troubled unevenly-mobile universals and the sociopolitical contexts into which they are 
embedded and produced, destabilizing them even as they work to construct the instability and 
tensions characteristic of this postcolonial space. New social arrangements and types of power 
emerge from this friction, empowering and excluding various subjects (Tsing 2005). This project 
will explore these dynamics through the practices, discourses, and imaginaries of Ethiopian 
physicians employed by these two hospitals and teams of American medical missionaries that 
come for short volunteer trips. While the unstable products of the globalizing processes 
described above are always present with this space, they are made most visible during the 
collaborations and conflicts that occur when clinical practices are reshaped, deconstructed, or 
bolstered through their interactions with transnational mobilities of knowledges, technologies, 
and people, often in the form of medical mission teams.  
Medical missions or short-term surgical volunteer trips are common, but remain 
undertheorized within sociology or even social sciences more broadly, with a few exceptions 
(Berry 2014; Lasker 2015; Wall et al 2006). As cited in Lasker (2015), international volunteer 
activities originating in the United States involve about one million individuals per year, 21% of 
whom work in some health service capacity and the vast majority of these short-term trips are 
two weeks or less. The largest numbers of these volunteers (50%) are connected to faith-based 
organizations with the other half volunteering through non-governmental organizations (NGOs), 
educational organizations, and corporations. Unsurprisingly perhaps for those involved in this 
type of work, the majority of NGOs based the type of work they engaged in and the location of 
the interventions on (1) the organization leaders’ opinions of what constituted unmet needs in the 
communities, with little if any formal assessment of these needs, and (2) personal relationships 
or chance encounters within particular countries or regions. Educational organizations reported 
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that “global health” volunteerism was driven primarily by student demand for opportunities 
(Lasker 2015). Despite the growth of short-term “global health” volunteerism, “there is very 
little information about what volunteers do, where they go, who is sponsoring them, and what 
they accomplish” (Pp. 3). 
We should know how they impact medical communities, beyond just the anecdotal pieces 
published in medical journals (eg. Haq et al. 2000; Nelson et al. 2008) or even the few studies 
that attempt to analyze clinical outcomes, because medical missions are part of a long line of 
Western biomedical interventions in the global South with historical connections to colonial 
missions and tropical medicine. They function as mobile power/knowledge regimes that are 
productive of imaginaries, discourses, practices, subjects, and ethical paradigms within their 
spaces of practices. Historical perspectives of biomedicine and imaginaries of “other” places 
shape and are shaped by engagement in these projects, which are part of the larger “global 
health” industry. What outcomes do they produce? Why do they not only continue but become 
increasingly popular? What are the characteristics and politics of the biomedical places into 
which they go? 
 Medical volunteer projects, along with other “global health” endeavors are an expected 
part of biomedical practice in Gelel, Ethiopia, where two community hospitals and the 
physicians that practice within them work to provide good medical care under substantial 
agential constraints. This biomedical place is constructed through the intersections of multiple 
institutions, spatiotemporal constructions, and human and non-human actors. These friction-
laden interactions are productive of multiple biomedical processes and practices, furthering our 
understanding of biomedicalization in this transnational and unstable place. As medical mission 
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projects come and go, how do other aspects of the political economic and sociocultural aspects of 
this place shape biomedicine and conversely how does biomedicalization shape this place? 
 This project will demonstrate the fraught coexistence of variegated biomedicalizations in 
transnational clinical spaces and the ways in which these processes construct and are constructed 
by Ethiopian and American physicians working in these hospitals. Western academic medical 
centers are generally the source of standards of care and “best practices” in biomedicine around 
the globe, representing the drive in contemporary biomedical culture towards standardization and 
evidence-based medicine, founded on assumptions of universal biologies and technoscientific 
futures. Biomedicines, however, have always been transnational projects, mutually constituted 
through their practices outside of these academic centers. Biomedicalization is variegated and 
stratified, leaving some places disconnected from formal networks of resources and knowledge, 
resulting in significant disjunctures between the biomedical imaginaries of physicians in these 
spaces and the constrained clinical realities in which they practice. Ethiopian physicians in these 
community hospitals, then, are constructed as “middle figures” or “ambivalent” because of their 
conflicted position (Hunt 1999; Iliffe 1999; Lo 2002). The disenchantment they experience while 
working in this setting results, in most cases, in searches for alternative ways to practice 
medicine that are able to provide more professional satisfaction.  
 Despite the presence of Western medical practitioners in Ethiopia since the sixteenth 
century and the establishment of a school of medicine in 1964, the rural population remains 
desperately underserved, with only one physician for every 100,000 people until recently 
(Pankhurst 1990; WHO 2015). The publicized health statistics, along with the post-colonial 
manifestations of human rights and charity, allow Gelel and its hospitals to be constructed as 
empty frontiers into which medical mission teams can move unfettered and practice biomedicine 
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that is at once technoscientifically impressive and antiquated. This apparent contradiction is 
rooted in the conflicting and coproductive spatial and temporal constructions within the 
biomedical space and results from engagement with always incomplete modular technologies in 
which entanglements with sociopolitical contexts are both inevitable and filled with friction 
(Appel 2012; Tsing 2005).  
 Like the Ethiopian physicians, American physicians in this space are constructed through 
the tension between ideals of universalized medical practices and ethics and the constraints of the 
projects in which they find themselves. My argument will be that the modular nature of the 
medical mission does not lend itself to an ethos of reconnection and humanitarianism that the 
physicians seek. Realizing the limitations of their biomedical projects and navigating these 
tensions through an evangelical ethics, medical volunteers construct their patients in particular 
ways that allow both patients and providers to embody, even if only temporarily, the 
transformative promise of biomedical technoscience. 
 
Theoretical Framework 
Theorizations of intersections between science and technology, political economies, and religion 
and morality have a long history within sociology. Weber (2003[1958]) discussed the importance 
of Protestant ethics and ideas of salvation and sacrifice in the development of capitalism and its 
connections to scientific rationalism. The contemporary coproduction of technoscientific 
biomedicine and ideas of bodily transformation, commodification, and political economies of 
hope have been explored by several scholars (Rose 2007; Sunder Rajan 2006). 
Social science has a long history of engaging with biomedicine, furthering critiques of 
knowledge and discourse production (Good 1994; Young 1982), its role in exploitation and 
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domination (Zola 1972; Szasz 1970), and the ways in which it changes definitions of life, health, 
and human being (Conrad 2007; Foucault 1994; Kleinman 1988; Rose 2007). The intersections 
of economic and political structures are linked to understandings of ethical behavior, ideas of 
competence, and what it means to be a moral citizen. New biomedical advances and technologies 
of the self govern setting-specific meanings of health and illness and of appropriate and ethical 
care. The recognition of power relations, forms of rationality and economy, and the local moral 
worlds2 that are shaped by and shape these structures, have a profound impact on the ways health 
care, health professionals and biomedicine itself are reproduced (Adams and Kaufman 2011; 
Kleinman 1995; Rose 2007; Wendlund 2012).  
Biomedicines are inherently transnational, but not universal, as meanings of health, 
illness, the body, and suffering articulate with site-specific clinical expectations and competence, 
all intertwined with globalized standards and technologies (DelVecchio Good 1995). Biomedical 
practices and discourses are constructed through mobile but embattled imaginaries of 
biomedicalization, “global health,” and humanitarianism, functioning as what Tsing (2005) 
defines as “engaged universals.” As such, though they are made practically effective within local 
sociopolitical contexts, they never achieve the promise of universality. Health policies that 
disseminate expert knowledge to varying localities are subject to and impact local economic, 
political, and social power relations. These policies affect, sometimes problematically, the health 
of local communities, embodying not simply a transplantation of global scientific practice into a 
																																																						
2 Local moral worlds are defined by Arthur Kleinman (1995) as spaces that interconnect the moral structures of 
society and the incorporation of those moralities into the body of the individual. Kleinman explains that an 
individual’s orientation, sense of what is important, and resultant actions are determined by his moral sensibility. 
These contexts, which Kleinman describes as “moral worlds” are constitutive of the individual, the intersubjective, 
and the social, economic, and cultural factors that both constrain and promote specific actions. Both a patient’s and a 
physician’s constructions of embodiment and suffering are located within his local moral world, shaped and shaping 
the multifaceted relationships that exist in multiple spatial domains. 
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specific place, but rather the translation of knowledge into action through various competing 
interests and representations (Justice 1986; Manderson and Whiteford 2000).  
Understanding the transnational biomedicines that are constructed in this space, requires 
situating the engaged universals discussed above within contexts of global political economic 
regimes and their variegations. Contemporary theorizations of political economic regimes and 
resulting inequalities, with a particular focus on neoliberalism as a hegemonic economic 
paradigm and as a process of economization of all aspects of life, will be reviewed and critiqued. 
The utility and appropriateness of globalization as a framework for understanding the 
contemporary moment has been questioned from perspectives of transnational studies and post-
colonial scholars. Transnational theories of borders and mobilities will be presented to further 
inclusion of ideas of borders and citizenship within discussions of global processes. Postcolonial 
understandings space, time, and subjectivity further disrupt universalist conceptions of progress 
and development.  
The following sections will discuss the literatures that are necessary to theoretically 
ground a discussion of physicians’ imaginaries, discourses, and translations of the 
technoscientific, soteriological and practical dimensions of biomedicines. First, considerations of 
the transnational dimensions of biomedicalization and its locally-contextualized realities, with 
various imaginations, technologies, and actors can enable us to identify the implications of 
emerging health care practices and their relationships to biomedical conceptions of the body, 
identity, and citizenship, issues of ethics of and access to medicine, technology, and processes of 
governance. Biomedicalization theories incorporate the changing cultures of processes of 
biomedicines over time and investigate the coproduction of bioeconomies, evolving forms of 
governmentality, and technoscientific innovations.  
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Secondly, the production of “global health” is predicated on relationships between the 
global North and South. I will review the current literature engaging critically with “global 
health,” particularly in medical anthropology, and contextualize these projects within the 
economic and political processes of transnational mobilities and their historical contexts. In 
particular, I will engage recent scholarship regarding medical migrations and mobilities, which 
brings together discussions of political economies and postcolonial spaces.  
Finally, an important group of scholars have focused on “global health” within the 
context of humanitarianism, emphasizing discourses of urgency and temporariness and 
demonstrating constructions of exceptions and citizenships (Fassin 2007; Pandolfi 2008; 
Redfield 2005; Ticktin 2011b). This body of literature is vital to this project of understanding 
transnational biomedical processes and medical missions, because of its incorporation of 
contemporary constructions of ethics and human rights.  
 
Problematizing Globalization and Neoliberalism  
“Globalization” implies a set of projects and/or discourses that have emerged from the 
historical processes of capitalism, but are characterized by new interconnections, orders and 
intensities that have resulted in a modulation of the human experience of space and time and 
fundamental changes in institutions, ideologies, and imaginations (McMichael 1996). The new or 
at least modified relationships between people and places require theorization that can take into 
account the institutional and cultural specificities and subjectivities that have emerged. These 
global characteristics are generated largely through the changing nature of neoliberal capitalism 
and its relationship with nation-states and localities, whose roles are likewise being transformed 
(Sassen 1996, 2000). Importantly, the majority of theorization in this area has taken place at 
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scales about those of concrete experiences because of assumptions of universality and hence 
without considering its production through engagement of political economic processes in 
specific settings. This results in the failure to understand the impact of and on formations of 
personhood and practices. Critiques have shown that an epochal view of globalization 
decontextualizes and dehistoricizes the history of the present. Rather, understanding experiences 
of transnational society requires a focus on the ruptures and rearticulations of localities and 
globalities, understanding both the global and the local as contingent and situated and not as 
separate entities, but as simultaneous and mutually constitutive. Pace Pigg and Adams (2005), it 
is possible to understand the global as a conditional universalization of the local and the local as 
a situated grounding of the global.  
The contemporary “wave of globalization” is a historical phenomenon that requires 
scholars to rethink not only current theories of capitalism, but historical ones as well (Arrighi 
1999). Our age is one of both revolutionary change and part of the “ongoing chapter in the story 
of capital” (Comaroff and Comaroff 2000: 334). In this transnational moment, different and 
often conflicting ideas and experiences of time-space compression and hypermobility shape the 
ways in which spaces and the people within them are constituted and their ability to manipulate 
and resist global and local forces and connections. The emphasis on neoliberal economization of 
the social and political has encouraged the valuation of the individual, the instant, and the 
flexible. The transnational literature is full of metaphors and conceptualizations of globalization; 
flows, networks, scapes, and chains are some of the more common. Within all of this theory, 
however, there are two major related dynamics that must be taken into consideration. First, the 
characteristics that define globalization are fraught with paradoxes that cannot be glossed over 
though homogenization or simple hierarchization. A tension exists between those who see the 
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universalizing characteristics of global capitalism as determining and others who emphasize the 
local and specific cases. Secondly, traditional binaries, such as global and local, core and 
periphery, developed and developing, fail to describe the complexity and interdigitation of these 
various spatial, political, and economic levels. In fact the paradoxical tensions that undergird 
experiences of the global and local are more adequately addressed by those conceptualizations 
that identify the ruptures, unevenness, and messiness inherent in globalizing forces and 
movements. 
By imagining space as the product of social interrelations at many scales and place as an 
articulation of spaces at a certain time, we can move beyond conceptualizing globalization as 
instantaneous flows and find power and meaning in the ways in which social relations are 
spatially reorganized (Massey 1994). Neoliberal imaginaries and the global capitalism and 
technology that makes space-time compression possible for some, are not monolithic and 
universally experienced. As global centers, the United States and Western Europe also function 
as centers of discourse production, which is reflected in the West-centric theorizations of 
experiences of space and time (Peck and Tickell 2002). For many, the idea of time-space 
compression as a novel source of dislocation very accurately describes their lived experience as 
it assumes a prior fixity of place and belonging within space. For formerly colonized peoples, 
however, mobility and connection as fragmenting and destabilizing processes represent elements 
of lived experience that began long before the crisis of capital of the 1970s. Multiple experiences 
of the global that are articulated on varying scales and global processes are fraught with 
misunderstandings, ruptures, and disconnections (Massey 1994; Tsing 2005). Perhaps then we 
should discuss not the assumed compression of time and space, but rather its recomposition, 
which can include experiences of compression, but also those of displacement, suspension, and 
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dissociation (Burawoy 2000). Thus understanding experiences of the global requires 
understanding the constant transformation and heterogeneity of capitalism and the ways that it is 
reconstructed in different times and places (Tsing 2005). 
Within globalization paradigms the economic rationality of neoliberalism was adopted as 
an ideology of politics and personhood that emphasizes the reduction of labor power and 
regulation and as a policy regime that works to build international agreements to secure 
privatization and free trade (Evans and Sewell 2013). Discourses of neoliberalism propagate a 
mirage of social reality, in which accumulation and individualization function to hide growing 
inequalities and instabilities that accompany the processes of globalization. These ideological 
mischaracterizations result in the amplification of constructs inherent to capitalism including the 
marketization of society and the emphasis on individual flexibility and choice to produce a 
fragmented regime in which the goal is endless, if materially-defined, pleasure (Comaroff and 
Comaroff 2000). Its ability to accomplish this on a global scale is due in large part to its 
embeddedness within global political and economic powers (Peck and Tickell 2002). 
This means that within this contemporary geopolitical moment, economic reforms take 
priority over political and social change and individual and collective freedoms are narrowly 
conceptualized as market choice and elections (Abrahamson 2000). The logics of markets have 
become central to decision-making and maximizing market transactions has been emphasized as 
the best way to maximize social good, resulting in an ethos of individualism, personal 
responsibility, and the increased role of civil society in providing welfare in the place of the state 
(Harvey 2005). The emphasis on marketization has extended through domains that were 
previously within other frameworks, reconceptualizing human rights and humanitarianism, for 
example, in terms of access to media and funding and ideals of universalism, utilizing many of 
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the same strategies as venture capitalists (Rabinow 2005). A combination of emphasis on 
flexibility and mobility and the disaggregation of different stages of production, along with 
increasing inequalities, result in both inclusion and marginalization. Individuals who are 
constructed as citizens and hence included within regimes of rights and access to capital are 
those who are in positions to successfully navigate within flexible systems of production. Those 
on the margins that do not have access to technology or who cannot engage in the formal market 
are excluded from means of accumulation, limiting access to even basic social service provision 
(Comaroff and Comaroff 2000; Dunn 2004). 
This process is dependent on the neoliberal ideal of an individualist and flexible subject 
who is able to engage in the proliferation of niche markets as a self-entrepreneur and exercise 
freedom through his ability to choose (Barry, Osborne and Rose 1996; Peet 2003). The decline in 
social welfare includes health care, resulting in discursive shifts toward individualism and self-
discipline, as well as an institutional shift toward non-governmental and privatized health care 
provision, generally. This project, however, is always incomplete. While flexibility and 
instability have become integral parts of many economic, social, and political processes, in other 
ways new barriers have been erected within imaginations, institutions, and relations.  
The reconceptualization of the role of the state and the complex interplay between local, 
national, and global processes, is exemplified in the transfer of governance of individuals and 
populations to subnational and supranational institutions, including non-governmental 
organizations (NGOs), transnational corporations, and international organizations (Strange 
1995). The emphasis on civil society and neoliberal ideals of democracy and individual self-
reliance form the underpinnings of globalization, a project that McMichael (1996) describes as 
arising from the collapse of the development project. This foundational discourse functions as a 
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globalized knowledge/power regime that must be considered at local, national, and global levels. 
Indeed, the idea of the nation-state as an organizing concept must be reconsidered as some of 
those states that are most empowered within the new system are states on different scales, 
including city-states that function as localities of financial and political power and non-state 
organizations that play powerful roles in relationships between institutions at various levels, 
including inter-state relations (Arrighi 1999; Tsing 2000). 
The rise of global neoliberal capitalism has resulted in an array of ever-changing goods 
and services, including constantly evolving medical technologies, though the ability of most to 
consume such goods is grossly limited by the ever-diminishing possibilities to earn the necessary 
capital and the privatization of previously public services (Comaroff and Comaroff 2000; Migdal 
2004). At the same time, however, these neglected communities of producers are sometimes able 
to reinsert themselves into the network by assuming a particular niche or expert-role in 
production and hence reengaging in the economy whose flexibility and fickle production cycles 
made them redundant to begin with (McMichael 1996). Thus it is not adequate to identify the 
global effects of a monolithic neoliberalism or flexible capitalism. Rather, we must seek to 
understand the local impacts of these processes and the transformative pressure that place-based 
communities and connections exert on them.  
Comaroff and Comaroff (2000) conceptualize these changes as “millennial capitalism” 
that centers the magic and hype of the contemporary political economy and the changing nature 
of state-society relationships and institutions. The new expectations inherent in capitalism are 
identified as “new forms of enchantment” (Pp. 293) that use ideals of immediacy and 
consumption to create a form of casino capitalism that relies on “magical schemes” such as cons, 
finance capital, and expectations of accumulation from nothing. The resulting millennial 
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capitalism is an unmoored form that relies on new logics and the spectral nature of capital. The 
inequalities that arise from this globalized capitalism result in an increased reliance on informal 
economies and people are reconceptualized as global consumers whose ability to choose 
products is misidentified as agency. Pointing to the importance of venture capital and 
investments in an immaterial future, they theorize processes of capitalism as irrational and 
ethereal.  
Sunder Rajan (2006) also relies on the characterization of the occult elements of 
capitalism in the current moment and applies them specifically to “biocapital.” He defines 
biocapital as both a type of capitalism that involves biotechnology and biologies specifically and 
as a political economic force that intercalates new conceptions of health, life, and bodies into 
market principles. He emphasizes the venture capitalist aspect of biotechnology companies in 
particular, highlighting the conflation of evangelical religious discourses with hype regarding the 
future of bodily salvation through technoscientific innovation. 
Neoliberal governmentality redefines the relationship between government, expertise, 
and subjectivity. On the one hand, the centrality of expertise has been enhanced because of the 
neoliberal tendency to use market logics to frame difficulties in technical terms, creating the 
need to diagnose and solve them with technical solutions. On the other hand, the experts have 
been relocated within the market, delegitimizing their role as governmental actors. Expert 
activities are thus valued in cash terms and managed through neoliberal technologies of audit and 
accounting, the success of which is finally determined by consumers (Rose 1996).  
Neoliberalism also impacts conceptions of personhood and subjectivity, reframing what it 
means to be a good, productive citizen. The new ideal of personhood is likewise measured 
through their human capital, with value assigned to ideals of responsibility of self, autonomy, 
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mobility and flexibility. These shifts have important consequences. Social and political fields 
become incorporated into economics allowing for cost-benefit analysis of such areas as health 
and medicine. Additionally, it became possible to invest in an individual’s and a population’s 
human capital through the implementation of programs that enhanced mental and physical well-
being (Foucault 2008). A subject’s relationship to himself is transformed into one of a self-
entrepreneur forced to take responsibility for issues, activities, and outcomes that had previously 
been within the domain of government administration (Burchell 1996). Additionally, 
development becomes a project of augmenting human capital, in which individuals and 
populations are constructed primarily through a discourse of economic productivity and “under-
development” is seen as a problem of insufficient investment in human capital (Foucault 2008). 
Those neoliberal subjects that are able function as rational market actors within this framework 
are included and afforded the rights of citizenship. Those who do not act in this capacity are 
excluded as distorted others, who are subject to discipline, sometimes coercively (Dunn 2004; 
Fraser 2003). 
The market logic of neoliberal governmentality relies on regimes of biopower in order to 
govern the conduct of subjects (Foucault 1990). Though Fraser (2003) and others call for 
rethinking these theories through contemporary structures and discourses, many of the over-
arching principles continue to be applicable for understanding the ways in which subjects and 
their bodies are constructed and governed. Biopower incorporates individualizing, disciplinary 
power to optimize the capabilities and productive forces of the body, as well as the massifying, 
regulatory power of biopolitics that allows the derivation of knowledge from population 
characteristics. Although these two technologies of power are established at different times in 
history, they are superimposed on and articulated with one another (Foucault 2003). These power 
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relations do not eclipse sovereignty, but coexist with it in a sovereignty-government-discipline 
triangle, vested in the social body and “situated and exercised at the level of life, the species, the 
race, and the large-scale phenomena of population” (Foucault 1990: 137).  
Agamben’s (1998) location of the origin of biopolitics at the birth of modern democracy, 
conceptualizes the two as coproduced and mutually constitutive. Politics is founded on the 
possibility of the creation of a state of exception, in which subjects are reduced to bare life and 
thus can be sacrificed. The assignation of certain individuals to the status of bare life is 
exemplified for Agamben in the concentration camp, but extended into the present through 
military and humanitarian regimes. Sovereignty in this regard is the ability to decide on the value 
or nonvalue of life. There is a point at which the sovereign decision becomes not a matter of life, 
but a matter of subjecting life to the power of death, as in the case of euthanasia or modern 
military operations, transforming biopolitics into thanatopolitics or necropolitics (Agamben 
1998, 2005; Mbembe 2003). Within the current moment, necropolitics coexists with biopolitics 
and discipline and the variable exercises of power correspond with the variable degrees of 
neoliberalization of different spaces and among different communities and populations. Thus, 
neoliberal self-entrepreneurship and flexibility exist side-by-side with the coercive subjugation 
of exploited labor and the exclusion and reduction to bare life of the objects of military 
campaigns and humanitarian efforts, sequestered in refugee camps and subsisting as the living 
dead. 
These technologies represent power over life, which allow for the subjugation of bodies 
and control over populations, specifically through apparatuses of security and regimes of self-
regulation. They function as productive power, which, within advanced liberal democracies, 
seeks to harness the energies of its subjects through their incorporation into and promotion as 
	 19 
networks of capital (Dean 1999; Foucault 1991; Rabinow and Rose 2006). Foucauldian 
approaches alone, however, are not beneficial for accounting for variations of local contexts, 
because they assume a universal rationale for power. In order to understand the complexity of 
how power functions in transnational spaces and its production of and manipulation by local 
actors, we must consider both contextually-specific factors and local geographies and the ways in 
which power is unequally distributed and determined (Castells 1996; Markowitz 2001; Sahlins 
2000; Tsing 2005).  
 
Flexible citizenship, mobilities, and borders 
Several scholars rely on concepts of transnational mobility and borderzones as in-
between spaces to discuss the dynamics of global processes, distinguishing transnational studies 
as those which are situated and thus do not occur within a deterritorialized global space (Mahler 
1998). Though globalization reworks boundaries, it does not make them obsolete or invisible.  
Rather, in the place of old borders, new boundaries and strategies of stratification may emerge 
(Nederveen Pieterse 2002). The mobility of information, people, and capital across borders lends 
evidence to the idea of porous boundaries and deterritorialization, at least for some (Migdal 
2004). With a disordering of modernity, fluctuating and unstable boundaries have resulted in 
new or modified transactions and interactions across domains, which several authors have 
discussed with reference to disjunctures, disconnections, and de/territorialization (Appadurai 
1990; Ferguson 2005, 2006; Inda and Rosaldo 2008). While some enjoy flexible citizenship and 
mobile rights and responsibilities, others remain immobile and disconnected from an idealized 
global community (Ferguson 2006; Ong 2006). Who is able to move and who is rendered 
immobile recreates hierarchies of people.  
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Exceptions in neoliberalism allow for the construction of graduated sovereignty and 
flexible citizenship, in which different populations are subject to varying kinds of discipline, 
security and access to rights, based on the type of regime of value under which they live and 
work, often not coterminous with the nation-state (Ong 1999, 2006; Palsson and Rabinow 2005). 
Individuals must prove themselves as valuable, self-regulating members of society who are 
deserving of the state’s power to protect their rights in order to gain citizenship. The ability to be 
flexible and enjoy citizenship rights beyond national borders allows neoliberal subjects to 
function in the transnational political economy, while regulating those without this flexible 
citizenship to marginal categories of “other,” that mirror those of the colonial (Ong 2006; Shohat 
1992). Thus it is important to recognize that though these globalizing features describe the lived 
experience of some, they remain imaginaries through which constructed identities are 
interconnected through space-time (Massey 1994; Sassen 2000).  
Through conceptualizing spaces as borderzones one is able to theorize the power 
structures and relationships that create and maintain borders and the identities and experiences 
which are produced. Inequalities of mobility, citizenship, and locality are made evident through 
the negotiations that take place in these liminal and negotiated spaces (Kearney 1998; Lugo 
2000). There is an element of reterritorialization evident within these processes and a reliance on 
a bounded sense of identity that depends on a series of identifiable differences and conflicts, 
which we must be careful not to undertheorize as hybridity (Gille and O’Riain 2002).   
 
Postcolonial Spaces and Global inequalities 
This conversation can be located more productively through incorporation of postcolonial studies 
and its critique of dominant notions of globalization and empire. By viewing critical viewpoints 
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on global processes and mobilities from the perspective of the postcolonial, we are able to locate 
this analysis between the local embodiments of inequalities and exclusions and the 
macroinstitutional structures produced through geopolitical and socioeconomic residues of 
imperialism (Loomba et al 2005).   
The modernist idea of a universal grid in which development occurs in a unidirectional 
forward motion, has been replaced by a fragmented and nonlinear trajectory in which flexibility 
involves not only multiple connectivities and mobilities, but also an equal number of 
disconnections and abandonments (Ferguson 1999). Ferguson (2006) discusses the African 
context specifically, interrogating the disconnections that occur when networks of capital “leap” 
over locations from one connected place to another. This uneven and unequal dispersion of 
networks results in the abjection of millions of people who rely instead on informal networks and 
work towards relevance and inclusion in the global community that they imagine.  
This unevenness is captured as well by Brenner, Peck, and Tickell (2010), who posit a 
theory of variegated neoliberalization. Through the use of the term neoliberalization, the authors 
foreground the processes of neoliberalism, which they characterize as always being reproduced 
within local sociopolitical contexts. They also argue, however, that it remains necessary to 
include macro-institutional structures in analyses of contemporary political economic dynamics, 
to assess the intersections of these multiple scales. These intersections between macro-
institutional factors and fraught contexts in which they produce specific neoliberal capitalisms, 
occur through friction (Tsing 2005). It is the friction-laden interactions between multiple human 
and non-human actors within particular spaces that produce new discourses, ethics, and subjects. 
The imaginaries and practices of those within these multiply-determined and unstable places 
embody the political economic and sociocultural regimes in which they are constructed.   
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Postcolonial scholars have attempted to destabilize the view from the center to open a 
space for alternative discourses, temporalities, and histories, while recognizing continued 
inequalities propagated by globally pervasive structures. Many authors have discussed the idea 
of multiple or alternative modernities as notions that can decenter a linear evolutionary and 
decidedly Eurocentric path to the future (Appadurai 1996; Comaroff and Comaroff 2000; Fabian 
1983; Meyer and Geschiere 1999). These theorists locate non-Western societies within the same 
present as the West and evaluate practices and imaginaries as contemporary responses to global 
political economic forces. However, they ignore the dual conceptions of modernity as both a 
matter of temporality and of inequality, concerning not development and progress, but 
boundaries, citizenship, and exclusion (Ferguson 2005).  
“… a recent tendency for scholars of Africa to adopt the language of 
“modernities” in the plural has very different implications and proceeds from 
different motives… contemporary Africanists are… understanding African ways 
of life not as an ahistorical ‘tradition’ but as part and parcel of the modern 
world… not simply a holdover from the past but, rather, a set of contemporary 
practices that respond to such ‘modern’ contemporary forces as the cash 
economy, class formation, and the state… Modernity has thus been a way of 
talking about global inequality and about material needs and how they might be 
met” (Ferguson 2006:32). 
 
The importance of acknowledging the multiple constructions of space and time that exist within 
transnational biomedical places is evident within this project. Incorporating postcolonial 
frameworks decenters dominant assumptions of political-economic progression and determinism, 
while still emphasizing the inequalities and structures produced by global neoliberal capitalism 
(Ferguson 2005). Ferguson (2005) discusses Africa as a place of bricolage and creativity in 
which the promises of a western modernity are perceived as broken by inhabitants who remain 
disconnected from global networks of progress and prosperity. Instead pieces of this imaginary 
are recovered and stitched together in inventive ways that allows for a pluralized conception of 
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modernities, while emphasizing experiences of inequality and desires for political life and 
distributive justice. Postcolonial studies thus provide a framework through which the 
articulations between lived experience and broad global political-economic power structures can 
be apprehended (Loomba et al 2005).  
 Anderson (2014) discusses the importance of locating technoscience and biomedicine, 
specifically, within the postcolonial literature to destabilize assumptions of flows and mobilities 
outside of historical contexts. Through situating our analysis thus, we are able to understand 
biomedicine and its processes as situated in multiply contested spaces and take into consideration 
local historical and political forces and their encounters with specific globalist projects 
(Appadurai 1990; Kleinman 1995; Tsing 2005). A postcolonial framework allows “tracking 
unequal and messy translations and transactions that take place between different cultures and 
social positions” (Anderson 2009:395). 
 
Transnational Biomedicalization 
Parallel and co-constructive with theorized changes in political economies, biomedicine has 
likewise been theorized as undergoing substantial transformations. Biomedicine and 
neoliberalism are intricately connected through global biopolitics. New forms of citizenship and 
subjecthood constructed though biomedicine reshape neoliberal technologies and logics of 
exclusion (Decoteau 2013a). 
The recognition that biomedicine required regulation developed simultaneously with the 
advent of bioethics in the 1960s and 70s, with the decline of Keynesianism and the rise of 
neoliberalism as a social and political model, as well as an economic discourse (Rabinow 2005). 
The focus in health care, particularly in “global health” shifted from one of primary care, after 
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the dismissal of paradigms established at Alma Ata in 1978, to one with greater emphasis on 
vertical and more selective programs. Additionally, the rise of structural adjustment programs 
and the governance of the World Bank, as a policymaking institution, worked to reframe health 
and illness in limited technical terms to which principles of the market could be applied. This 
resulted in a reduction of complex medical discourses and epistemologies to one of consumption 
of medication and technology, increasing inequalities with regard to medical care access and 
health and illness (Farmer 2005; Janes and Corbett 2009). 
Global capital and the increasing salience of neoliberal governmentality have interacted 
with medicine in several ways: (1) through the creation of the neoliberal subject as a consumer of 
health and the removal of social welfare as a function of the state and its resituation as a 
responsibility of the individual; (2) the globalization and commercialization of therapeutic 
resources, medical research and clinical trials and the relocation of global public health in non-
state entities, resulting in a proliferation of civil society organizations responsible for the 
monitoring, implementation, and control of health and medicine; (3) through the increased 
mobility of people, resources, ideas, and technology through globalized scapes (Cooter 2007). 
This transformation has impacted the practices of physicians and patients, putting new 
emphasis on auditing, consumption of expertise and medicine, and reconfigurations of 
boundaries within and outside of clinical sites. New categorizations of risk, through 
advancements in biotechnology have resulted in new patient identities and social relations that 
adhere to modern standards of self-regulation and optimization of individual human capital 
(Rose 2007). Emerging technologies of medicine and the self have the potential to transform and 
recreate boundaries between nature and culture, self and other, and life and death, functioning to 
create hybrid techno-organic entities (Haraway 1991; Lock and Nguyen 2010). 
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As it is concerned with the ethical, soteriological, scientific, and political economic 
realms of contemporary societies, health as a globalized process relies on a variety of 
technologies, knowledges, and ideologies that make up biomedicine. These interactions, 
however, are not uniform, but depend on global and local economic, political, and social factors, 
resulting in acute inequalities in access to and ability to manipulate health care (Farmer 2005; 
Inhorn 2003). Biomedicine then, has been impacted by and routinely shapes global processes and 
imaginaries within specific localities.  
In the rational choice language of contemporary medical ethics, the conflict 
between nonmalefeasance and beneficence is increasingly resolved in favor of 
the libertarian and consumer-oriented principle that those able to broker or buy a 
human organ should not be prevented from doing so. Individual decision-making 
and patient autonomy have become the final arbiters of medical and bioethical 
values. (Scheper-Hughes 2005: 157) 
 
Thus not only biomedicine as a practice, but also the bioethics that purports to guide it have been 
transformed to value a neoliberal perspective that relies on market principles of supply and 
demand and the commodification of life itself. The spaces of exception created through the 
process of neoliberal globalization are made physical within local spaces (Ong 2006). 
Privilege, in the forms of mobility, access to care, and resources, is constructed through 
expertise in and compliance with globalized biomedical structures. Though health technology, 
experts, and information move through these global networks, they are translated, practiced, and 
understood within local clinical settings and thus play a large role in defining inequalities and 
discourses at multiple levels (Van der Geest and Finkler 2004; Kleinman 1995). Within this 
analysis it is important to remember the local situatedness of the meanings and moral dimensions 
of biomedicine as a practice and discourse and reject characterizations of it as a monolithic or 
totalizing structure. Rather it is constantly redefined and reproduced by localities that are situated 
within power relations and hierarchies and its hegemony is challenged as well as reified through 
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its transnational nature. This results in a multiplicity of biomedicines across and within spaces. In 
fact, conceptualizing the transnationalism of medicine is in itself a political project that must be 
undertaken through a careful analysis of multiple sites and power relations (Dodier 2005).  
Categories through which bodies are read are constantly reconstructed in order to 
redefine norms through power relations that change over time to accommodate different projects.  
Biomedical knowledge engenders particular understandings of the body, health and illness, and 
definitions of life and death and imbues them with social and political force (Conrad 2007). 
Biomedicine defines new types of bodies and subjects and medicalization transforms ideologies 
and imaginations of pleasure, desire, and self, encouraging an individualized biological 
hierarchization of the body that relies on information from contemporary technologies (Foucault 
1990, 1994). In addition to considerations and diverging somewhat from configurations of 
Foucauldian biopower, scholars such as Fassin (2008, 2009), Franklin (2003), Rose (2007), 
Scheper-Hughes (2005), and Lock (2002) have considered how biomedicine has impacted 
definitions of life and body. For Rose (2007) and Fassin (2008, 2009) the medicalization of life 
and illness has transformed the ways in which bodies and their belonging to various social 
groupings are conceived, integrating new technological definitions of life, suffering, and illness 
and novel ideas of expertise. For Lock (2002) and Scheper-Hughes (2005), the globalization of 
human organ transplant technologies have entailed commodified bodies, life, and death and 
forced interrogations of their differential valuations. These conceptions, intertwined with regimes 
of power, frame the ways health and illness is perceived and how physician and patient 
subjectivities, risk, and treatment are shaped. Physicians’ roles within medicine become the 
navigation of the intersections between suffering, the body, and society (DelVecchio Good 
2011). The fluidity of definitions of norms, categories, and populations produces both spaces of 
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discipline and regulation, through the threat of exclusion and rejection, and spaces of resistance 
and hybridization (Findlay 1999; Foucault 1995, 2008; Rose 2009; Stoler 2010).  
  The term “biomedicalization” was coined by Clarke et al (2003) in an attempt to capture 
the increasing complexity and technoscientization in contemporary biomedicine since the end of 
the twentieth century and to propose a methodological paradigm for the study of these processes. 
Biomedicalization consists of a series of complex and multisited processes in which the sanctity 
of enhancement, technoscience, and life itself drive the development of ever more mobile, fast, 
and efficient interventions, but leave the most marginalized as such (Clarke et al 2003; Shim 
2010). Biomedicalization theory’s expansion beyond medicalization is located at the 
intersections of medical sociology, political economy, and science and technology studies and 
has been understood through analysis of popular culture and the hype of technoscience, as well 
as embodied realities of health and illness (Reverby 2015; Shim 2010).  
Clarke et al. (2003) argue that biomedicalization is organized through five processes: 1) a 
novel biopolitical economy, 2) an intensifying concentration on health and its enhancement, as 
well as categories of risk, 3) development and application of increasingly technoscientific 
biomedical interventions, 4) transformation of how biomedical knowledge and information is 
produced, distributed, and consumed, and 5) the transformation of bodies and the production of 
new technoscientific identities. These processes change the ways in which we think about life 
through emphasizing how bodies and their meanings, from the molecular to phenotypic level, 
can be transformed through biomedical technologies, “from the inside out” (Pp. 162). Clarke and 
her colleagues situate biomedicalization within theories of biopolitics and biopower, political 
economics of biomedicine, and politics of vitality and life itself.   
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 The recognition that biomedicalization is not a monolithic or complete process is iterated 
through the concept of “stratified biomedicalization,” which “emphasizes selectivity and 
strategic nature of biomedicalization” (Clarke et al 2010: 29), including the ways in which these 
processes actually function to exacerbate social inequalities. Additionally, “medical partialisms” 
address how processes of biomedicalization themselves are unequal and thus potentially create 
highly technoscientized spaces in close proximity to others in which these processes are much 
less apparent. As noted by Herzig (2015) within the current paradigm, these stratifications 
remain disembodied and at a level of analysis above the physician-patient interaction and the 
bodily manifestations of inequality. It is important therefore, to put the processes of stratification 
within biomedicalization at the forefront and within embodied and embedded clinical realities.   
 These theorizations of contemporary biomedicine are useful, but have several 
shortcomings, two of which are the assumptions of a sort of modernist forward-moving sense of 
temporality and its U.S.-centric approach. Though discussions of countertrends and 
incompleteness are evident throughout the biomedicalization literature, there is an implicit 
assumption of progress toward this contemporary state, the imagination of which is necessarily 
located in the technology centers of the United States. Biomedicalization consists of a set of 
practices that have uneven development at their core. This acknowledgement serves to force a 
reconsideration of the “stages of medicine” (Clarke 2010) and their historical ascendency, the 
temporal and spatial discontinuties of the stratifications within biomedicalization, and the limits, 
contradictions, and aporias inherent in the processes.  
Situating this literature within the postcolonial disrupts this hegemonic narrative while 
also resituating investigations of biomedicalization outside of U.S. academic centers. Clarke 
(2010) acknowledges this U.S.-centric approach and attempts to mediate it through an epilogue 
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regarding transnational travels of biomedicalization, calling for a need to consider other contexts 
and the troubles that the patterns and assumptions within these theorizations may encounter. 
These considerations, however, do not address the potential for alternative and co-constructive 
modernities and contradictory biomedical processes that exist simultaneously and fail to trouble 
binaries such as “the West and the rest” and Western and traditional medicines. Indeed mentions 
of spirituality and public health come to the fore only in discussions of non-U.S. contexts, 
reinforcing the centering of the U.S. context even in this analysis.  
As has been explored in other scholarship, biomedicines are robust amalgamations of 
transnational processes and practices globally (Decoteau 2013a; Livingston 2012; Wendlund 
2012) and just as biomedicines elsewhere are never monolithic and untroubled, neither are 
American biomedicines. Indeed, “global health” is a fundamental part of biomedicine in the 
United States and produces it in many ways, much as the U.S. biomedical context produces 
clinical practices abroad. The major symbols identified by Reverby (2015) that must be used to 
understand biomedicine: power, profits, and politics, must be considered on a global scale. 
Following Bell and Figert (2015), it is necessary to develop a transnational biomedicalization in 
order to interrogate the complex and contradictory processes that exist in all medical places. To 
do so requires reconsideration of the forms of politics and capital at work and the manner in 
which boundaries, citizenships, and mobilities structure practices, discourses, and imaginaries of 
biomedicine. This project explores the promotion of, shifts to, and implications of 
biomedicalization in transnational contexts and emphasizes the incongruencies between the 
imagined and potential responses to contemporary biomedicines and their politics. As discussed 
by Brenner et al (2010) in terms of neoliberalism, though rife with contradictions and failures, 
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alternatives and resistances to biomedicalization are just as variegated and uneven or serve to re-
entrench the very institutions and conditions that propagated the failure.   
 
Critical “Global Health” 
Understanding “global health” requires problematizing the term itself. The difficulties 
with the use of the terms “global,” “local,” and “global health” result from the realization that 
they are not a reference to location or geography, but rather a technology of production of human 
subjects that inherently incorporates both power and resistance and constructs morality and 
expertise (Brada 2011; DelVecchio Good 2011). Constituted as “global,” visiting Western 
physicians position themselves morally and professionally in relation to physicians, staff, and 
patients with whom they work within the “global health” setting. The term “local” is used as a 
blanket term to encompass all those whom “global” physicians identify as not self. “Local” is 
therefore not a reflection of the actual origin, nationality, or ethnicity of the individual in 
question, nor of the geography of a specific locale, but rather an indication of the “other” 
position that the individual and place inhabit in opposition to the “global.” These locally 
determined categories of “local” and “global” are flexible and contested and as such must be 
interrogated within the contexts in which they are deployed. 
Modern biomedicines must be understood within the historical context of the locality and 
within the broader history of medicine and public health as power-laden projects. Understanding 
the dimensions of power in medicine first requires consideration of economic, political, and 
social factors that are complexly interrelated and impact the subjectivities of those involved in 
the clinical encounter and second, the origins of many of these relations of power within 
colonialism and their constant reconstruction within globalized neoliberal capitalism (Anderson 
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2006; Fassin 2007; Findlay 1999; Foucault 1994; Stoler 2010). This is not to say that 
contemporary global health functions as colonialism, but rather that it provides a framework 
through which to engage in many comparable processes of “othering.” This occurs through a 
desire to produce identities that represent dominant ideals of personhood at the same time as 
maintaining separation and difference within previously established power hierarchies (Bhabha 
1994).  
Established as early as the 17th century and increasingly with the development of 
colonialism, international dimensions of western medicine have a long and varied history. 
Colonial understandings and practices of public health inform many of the institutional and 
discursive foundations for modern “global health” regimes. The coevolution of colonialism and 
public health was a site of complex negotiation of identity and citizenship, which depended 
largely on the constitution of the colony as a borderland in which medical experts were able to 
construct and define bodies of the “other” through biologized justifications of subjugation and 
exploitation, in order to simultaneously construct that which is “normal” (Anderson 2006; 
Arnold 1993). Public health in the colonies was closely associated with security of the territory 
and population and closely aligned with economic and geopolitical interests of the metropole, 
despite its framing as a humanitarian endeavor. Thus, discipline of colonial subjects through 
discourses around reproduction, sexuality, infection, and contamination had as much to do with 
control of the colonized as with the manipulation of definitions of citizens and subjects in the 
European metropole and the maintenance of a “pure” European identity, through the constantly 
changing signifiers of whiteness, nationality, and morality (Anderson 2006; Stoler 2010). The 
development of tropical medicine was in direct response to fears surrounding the possible 
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contamination of white colonists through their contact with infected or unclean “native” 
populations (Anderson 2006). 
Since the beginning of the 20th century, biomedicine has become more and more global 
through its insistence on universal explanations, therapies, and procedures, and ethics for health 
and illness (Dodier 2005). The connections and ideologies of protection and contamination that 
were founded through the colonial enterprise persist in the ideological foundations and 
discourses of modern global health and are manifest in techniques such as disease surveillance 
and immigration policies (King 2002; Nguyen 2010). The process of “othering” described by 
Said (1979) has not disappeared, but has undergone a revision in which cultural differences are 
now seen as the primary barriers to development in the global South (Andreasson 2005). The 
imagery that this racialized project produces relies on colonially-constructed identities of who is 
developed and who is in need of developing (Kothari 2006). 
Privatization and destatization of global health has occurred as neoliberal development 
strategies have systematically reduced the size, scope, and reach of state-run public health 
services. The result of this movement of services outside of the purview of the state has been the 
proliferation of a variety of private organizations, referred to together as civil society. Under this 
heading, groups as diverse as small, grass-roots organizations, faith-based philanthropies, and 
international and bilateral funding groups are mobilized to respond to provide both primary 
health care and to implement vertical programs, such as vaccine initiatives and emergency 
responses (Pfeiffer 2004). This dispersal of services among many, seemingly autonomous 
bodies, has worked to undermine states’ claims to sovereignty, resituating them in more global 
and local spaces. Some argue that this has resulted in a shift from a governmentality sited 
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primarily in the state to its relocation in extrastatal institutions as a form of transnational 
governmentality (Ferguson and Gupta 2002; Peterson 2001).  
Non-governmental organizations that are considered either “grass-roots” or international 
do not replace the state, but often perform statelike functions (Ferguson and Gupta 2002). 
Despite ostensibly good intentions, these groups often duplicate each other’s efforts and compete 
with one another for funding and recognition from governments and media. Through the influx 
of expatriates into the local economy, the demand for food, housing, transportation, and other 
services is increased and distorted. The local social organization and health care access may be 
undermined and individuals’ health may actually decline through the economic and social 
changes that are wrought (Pfeiffer 2004). Additionally, the ways in which one accesses resources 
and the types of personhood that are valued for survival may undergo a transformation, mutating 
to fit discourses that value self-discipline, confession, and new types of categorization. At worst, 
short-sightedness and adherence to funding constraints and timelines costs individual lives, as 
treatment and care in the form of clinical trials and donations are spontaneously granted and then 
discontinued (Nguyen 2010).  
The trust given to these extra-governmental organizations by bilateral and multilateral 
donors is a result of the neoliberal skepticism of the state and the assumption that privatized, 
market-driven approaches are more successful. In fact, many of the NGOs succeed in further 
decimating the public health infrastructure that remains as they successfully entice health care 
workers that were previously part of the public sector, to work for them by offering higher 
salaries and more resources and undermining local control of programs (Pfeiffer 2004; Nguyen 
2010). The power relations between the wealthy, mobile expatriate employees of international 
NGOs and the local population that is often struggling to survive in an economy transformed 
	 34 
through neoliberal policies of deregulation and privatization intensifies social inequalities at both 
global and local levels (Pfeiffer 2004). 
There have been a number of impressive analyses of “global health” practices and spaces 
within the social sciences, foregrounding considerations of how these power/knowledge regimes 
drive the construction of clinical spaces, carework and relationships, and bodies, health, and 
illness (Biehl and Petryna 2013; Brada 2011; Crane 2013; Livingston 2012; Nguyen 2010; Street 
2014). “Global health” functions as a “biopolitical economic formation,” that allows biomedicine 
to travel along historical, as well as novel networks (Clarke 2010:382; See also Pandolfi 2008). 
While flexibility and instability have become integral parts of many economic, social, and 
political processes, in other ways new barriers have been erected within imaginations, 
institutions, and relationships. These characteristics are generated largely through the changing 
nature of neoliberal capitalism, which relies on the (re)production of inequalities. The 
development-related “global health” projects look to discourses of sustainability and assumptions 
of state inadequacy and corruption to put into place programmatic interventions that often seek to 
replace specific health services, such as HIV/AIDS testing and treatment (Nguyen 2010).  
Several scholars (DelVecchio Good 1995, DelVecchio Good et al 1999; Kleinman 1995) 
have described the interplay of global and local processes associated with biomedicine and 
expressed the need to engage in further research on the ways in which these processes impact on 
and are impacted by physicians' roles, the clinical narratives they employ, and the ethical and 
moral dimensions of treatment and care. Biomedicine is situated in an unsettled space in which 
scientific and rational discourses are intertwined with complex social and soteriological 
dimensions. It functions as a borderland discipline in which citizenship is redefined and 
challenged by bodies of physicians and patients. The global and local dimensions of medicine 
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interact to shape the ethical and moral positions of physicians and patients and their relationships 
(DelVecchio Good 1995). At interest here is to understand how transnational processes interact 
on multiple spatial levels and sociocultural worlds within the context of health, illness, and 
biomedicine (Collier and Ong 2005). Janes and Corbett (2009: 169) relying on Ong and Collier 
(2005) and Burawoy (2000), define global health as “… an area of research and practice that 
endeavors to link health, broadly conceived as a dynamic state that is an essential resource for 
life and well-being, to assemblages of global processes, recognizing that these assemblages are 
complex, diverse, temporally unstable, contingent, and often contested or resisted at different 
social scales.”  
Wendlund (2012a) has theorized the medical imaginaries of physicians through the 
framework of moral maps that intersect and trouble each other within the same spaces. Mary-Jo 
DelVecchio Good and her colleagues (1999) identify moral dilemmas of East African physicians 
in Kenya and Tanzania: (1) how to preserve medicine as an intellectual enterprise, (2) how to 
uphold ideals of “doing good” through patient relationships and care, (3) how to maneuver in 
situations of resource scarcity due to the political economy of care and the global medical 
market, (4) the treatment of chronic diseases and practice of palliative care. These dilemmas, as 
discussed by these scholars, arise mainly in the context of the HIV/AIDS epidemic in the region. 
If “good” medicine is determined by adherence to “evidence-based standards,” but there is little 
evidence available that applies to one’s localized practice and that which exists is based on 
diagnostics and procedures that are scarce, it becomes necessary to either redefine meanings of 
“good” medicine or to resign oneself to not practicing “good” medicine as it is generally defined. 
The ways in which physicians attempt to manage and resolve these dilemmas is integral to the 
practices and imaginaries of biomedicine.  
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Networks of capital also shape the ways that medicine is practiced and accessed in many 
places. Nguyen (2010) emphasizes the influence of global capital moves through international 
and local NGOs in changing the ways in which patients are triaged and hence included or 
excluded from treatment and citizenship status. Patients are recruited for HIV/AIDS treatment by 
NGOs in West Africa, not based solely on their medical status, but also on their ability to tell an 
appropriate illness narrative, positioning truth-telling and confession as central to survival in an 
economy of medical scarcity. Additionally, corporations, such as pharmaceutical companies, 
engage in transnational clinical trials and bioprospecting in which compensation to subjects 
changes relationships between individuals and communities and their environments. As the 
benefits for the corporations vastly outstrip the recompense they provide for those whose bodies, 
knowledges, and resources are used for information and capital gain, these interactions tend 
toward reproducing global inequalities and constructing new categories of individuals and 
alliances (Peterson 2001; Nguyen 2010; Petryna and Kleinman 2006).  
Multiple factors, including unequal global flows of information, technology, and 
expertise result in the marginalization of individuals whose biologies demand intervention, but 
whose social, economic, and political positions make them vulnerable to exclusion. Those that 
are included within therapeutic regimes, enjoy a type of citizenship that both enhances their life 
chances and creates new ruptures and solidarities within traditional social groupings. These 
fissures along externally defined categories echo colonial era social categorization that defined 
ethnic groups within a population in order to govern it (Nguyen 2010).  
In addition to the movement of expert medical knowledge and resources that depend on 
the obstensibly objective and rational discourses of western science, there is a simultaneous 
discourse of globalization of ethical issues, especially in regards to human rights, medical 
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bioethics, and drug development (Marshall 2005; Petryna and Kleinman 2006). Bioethics has 
developed transnationally and now functions as symbolic, academic biocapital that is able to 
move from one market sphere to another. It is also located, however, and its unequal articulation 
with specific places and situations is an object of this study (Palsson and Rabinow 2005). 
 
Medical migrations 
 Several scholars have noted the increasing mobility of biomedical subjects in their work 
through processes of “voluntourism” (Lasker 2015), medical tourism (Masi de Casanova et al 
2013; Turner 2007; Wilson 2011), medical travels and migration (Roberts and Scheper Hughes 
2011), clinical tourism (Wendlund 2010, 2012a), and even fistula tourism (Wall et al 2006). 
Additionally others have noted the increased travel of biological materials as separate from 
bodies and constituted through concepts of biovalue and biolegitmacy (Fassin 2009; Waldby 
2002). Medical traveling is produced through intersecting debates on neoliberalism, 
globalization, mobilities, and biomedicine. It occurs within specific political economic 
relationships responsible for extreme disparities in health care and reconfigurations of borders 
(Roberts and Scheper Hughes 2011).  
Global political economic processes have resulted in displaced and superfluous human 
beings that occupy niches within occult economies, providing bodies for consumption within 
medical domains (Scheper-Hughes 2002). Both patients and body parts traffic within these 
spaces, sometimes with and at other times separately from medical experts. Scholars have 
investigated these medical mobilities from the perspectives of those participating in the global 
biomedical economy through the commodification of biological materials, such as organs, or the 
	 38 
use of tortured or sick bodies to establish rights to border-crossing and citzenship (Collier and 
Lakoff 2005; Scheper-Hughes 2005; Ticktin 2011).  
Within some non-western countries, medical tourism represents an important source of 
income for both recently privatized medical institutions and marginalized communities that are 
now desperately searching for capital. This functions to reinforce global inequalities between 
North and South, rich and poor. Those with resources are able to purchase “medical citizenship” 
despite being foreign nationals, allowing access to technology, expertise, and body parts for 
transplant at destination hospitals in the global South that offer solutions to the high cost or long 
waiting times of health care in the global North (Turner 2010). Many of these medical citizens 
demand advanced medical care as a human right. Others, without resources, may also engage in 
this transaction, but lack of capital means that they remain in the shadows, denied citizenship and 
thus access to care (Scheper-Hughes 2005).  
Wendlund (2010) and Wall et al (2006) have considered the movement of medical 
professionals, particularly from the United States to Malawi and Ethiopia respectively, providing 
a critique of the political and ethical assumptions and moral imaginaries that these “tourists” 
bring with them. This project will further interrogate this type of movement and juxtapose it to 
the lack of mobility that is co-constructed for other physicians within the same clinical spaces. 
“Global health” is a product of the biomedical and broader sociocultural milieu from 
which it arises. It functions not only as a “healthscape” (cf. Clarke 2010), transferring biomedical 
imaginaries and technologies across borders, but is coproductive of biomedicalization processes. 
Awareness of global inequalities in health care, promoted through media profiles and celebrity 
causes, is manifest in an ethic of individualism and social entrepreneurship in which social and 
political problems are addressed through private efforts centered on technoscientific solutions. 
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The impact volunteers have on patients at their destination is eclipsed by discourses of the 
transformation and enhancement of the moral and professional self. Social science critiques of 
“global health” tend to focus on NGO activities and communities, but not frequently hospitals 
and physician practices, with notable exceptions (Brada 2011; Brown 2011; Crane 2014; 
Livingston 2012; Street 2014; Sullivan 2012; Wendlund 2010, 2012). Even fewer research 
projects investigate the employed and volunteer physicians working within these hospitals and 
their practices (Brada 2011; DelVecchio Good et al 1999; and to a certain extent Livingston 
2012 and Street 2014). Even so, these accounts focus on specialist hospitals located in urban 
areas. The importance of extending our investigations to community facilities cannot be 
overstated, as it is in these clinical places that most people receive their healthcare and in which 
most medical professionals work. 
 
Humanitarian Ideals  
Palsson and Rabinow (2005: 92) refer to “the emerging global market for civic virtue” and 
Nguyen (2005) and Pandolfi (2008) discuss humanitarianism as an industry that participates in 
an international marketplace in which morality is conceptualized as a financial investment and a 
person becomes a commodified, exportable entity with no history or experience. Within this 
industry, a logic of intervention is combined with military and biomedical approaches that are 
able to produce specific types of subjects and citizenships, such as those deemed valuable by 
development agencies and clinical trials because of specific disease states and perceived 
vulnerabilities, within a “therapeutic economy.” The global trend toward neoliberalization has 
worked to promote, albeit unevenly and incompletely, erratic and infrequent acts of charity in the 
place of moral engagement and political responsibility (Biehl 2005). 
	 40 
Humanitarian and other medical interventions occupy a unique space within the global 
political economy, as they foreground discourses of human rights to uphold the right of 
interference and blur lines between humanist and military endeavors through discourses of 
protection and responsibility. This is possible because these logics subscribe to particular 
constructions of temporality and spatiality, in which emergency, or at least urgency, drives 
universalist discourses and their loose interpretations. This new international marketplace 
incorporates not only financial capital, but also symbolic capital based on moral values of action 
or inaction (Pandolfi 2008).  
 Humanitarian organizations create a space that allows for the definition of aid recipients 
as victims and volunteers’ identities as transnational aid workers that are able to capitalize on 
whiteness and flexible citizenship in order to cross borders and access resources that aid 
recipients and even organizations’ local employees cannot (Fassin 2007; Redfield 2013). These 
identities are reified and propagated by the media and aid organizations themselves, furthering 
discourses that serve to “other” aid recipients. 
Structural transformations of biomedicine, global processes, and redefinitions of rights, 
have resulted in the formation of new subjectivities. Issues of biolegitimacy and biovalue, which 
relate not to the control of life and bodies, but to their meaning and value, function as a defining 
element of societies’ moral economies. The value of parts and tissues of the body itself is 
described through biovalue, establishing new forms of capitalization as biological entities are 
themselves put to work through their ability to augment health (Novas 2006; Waldby 2000). 
Bodies exist at the intersection of biological life and politics, as well as that of citizenship and 
subjectivity, and as such allow interrogation of the construction of value and meaning of life 
itself and force political questions regarding who should live and for what reason. The worth of a 
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person or body forms the basis for varying biological citizenships and the types of subjectivities 
and personhood that emerge (Fassin 2009; Rose and Novas 2005). The historically and socially 
contextualized construction of identity categories must be explored, along with the manner in 
which these subjectivities and their embodied experiences are created, transformed, and moved 
within and across borders. 
 
Methodology and its Limitations3 
In this project, I investigated practices and performances of biomedicine in Gelel’s two hospitals 
using a critical global ethnographic methodology. I engaged in participant observation and in-
depth qualitative interviewing to understand the subjectivities and meaning-making of the 
visiting American and employed Ethiopian physicians in this unique “global health” setting. This 
community and its health services function as a borderzone on multiple levels, including that of 
the body, the body politic, and transnational space, in which connections and ruptures that form 
individuals’ lived realities are made evident and play out through the provision of health care. 
Conducting fieldwork in this places allows the theorization of a variegated biomedicalization that 
will allow analysis that captures both the macro-institutional factors and their site-specific 
manifestations (Brenner, Peck, and Tickell 2010). This will be done in part through the critical 
consideration of the processes of biomedicalization as defined by Clarke et al (2003) to assess 
the ways that changes in biomedical processes, technoscientific innovations, political economy, 
and politics of life have shaped and been shaped by and within this specific place. It is my hope 
																																																						
3 This project has been approved by the University of Illinois Institutional Review Board (IRB #12442) and the 
National Research Ethics Review Committee of Ethiopia. The name of the site and hospitals have been changed and 
the names of all participants are pseudonyms. Interviews with physicians and hospital staff were conducted in 
English by the researcher. Patient interviews were conducted in Afaan Oromo by the researcher with the help of an 
interpreter, Yohannes Bibisu. Community member interviews were conducted in Afaan Oromo with the help of 
sociology students at the University of Wellega under the supervision of Instructor Gurmessa Beka of the Social 
Sciences Department and translated with the help of my interpreter.  
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that by developing a more complex understanding of constructions of transnational 
biomedicalization and the spaces, people, and practices within which and through whom they 
function, we can more thoroughly comprehend the movement and industry that are medical 
missions and work to provide better health care in all these transnational settings.  
  Globalization has resulted in greater mobility and fluidity across boundaries producing 
new constructions of compartmentalized spaces, though not their dissolution and requiring a 
rethinking of the boundedness of traditional ethnography (Geertz 1988). Global ethnography 
seeks to engage these settings and allows for the study of linkages, networks and movement 
through the assumption that spaces and boundaries are constructions that rely on the 
subjectivities of the actors (Burawoy 2000). As a methodology, it allows for the recognition of 
connections and ruptures in transnational spaces and conceptualizes the global as a process that 
impacts, but is also impacted by the local and the meaning that individuals and communities 
make of it. Importantly, global ethnography focuses on the macro-institutional political and 
economic structures that shape power relations, but does so through their study within a 
particular locality. Through this methodological lens, practices, knowledges, and embodied 
realities are engaged in friction-laden encounters within specific places that produce novel forms 
of association and exclusion, revealed through ruptures in collaborations and communications 
and potentially resulting in explosions that rearrange the very structures on which assumptions of 
universals and global flows are built (Gille 2016). Transnational mobilities and the discourses 
and technologies that enable or constrain them rely on a productive sense of power that 
incorporates discussions of governmentality, historical contexts, and institutions and the specific 
contexts in which they are embedded. Massey (1994) and Gupta and Ferguson (1992) similarly 
argue for the need to study the construction of spaces by thinking of them, not as static, 
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boundaried entities, but rather as fluid, interconnected, and constantly remade. The social 
relations that comprise them are produced through the subjectivities of the actors: race, class, 
gender, nationality, ethnicity, and citizenship (Massey 1994). It is the study of these relations and 
connections, as well as disconnections, miscommunications, and gaps that allows for the most 
nuanced understanding of the lived reality of global processes and transnational flows (Burawoy 
2000).  
Importantly, I think it is necessary to engage in a critical global ethnography, in which 
grounded, localized experiences are investigated with a political purpose and recognition of the 
ways in which representations and subjectivities are shaped by dominant interests, including 
those of the researcher. Madison (2005) discusses the importance of incorporating a critical 
theory model in ethnography in order to recognize the politics of positionality of the researcher 
and to work towards representing and analyzing social life “for the political purpose of 
overcoming social oppression, particularly forms that reflect advanced capitalism” (Madison 
2005: 3-4). To engage in ethical research as an ethnographer, defined as minimizing the risks of 
disempowerment and abuse of one’s participants, it is necessary to be visible in the texts we 
write, acknowledging positionality, morality, and reflexively engaging with data in order to 
establish the manner in which our own beliefs and behaviors form part of the evidence in support 
of our claims (Harding 1987; Murphy and Dingwall 2001). There is a need for situated 
knowledges, in which experiences of global processes are located within racialized, gendered 
bodies. By grounding narratives in historical and social contexts with an emphasis on the 
individual subjectivity and relationships that shape and are shaped by lived experiences, we can 
develop an understanding of the ways in which biomedicines are linked to subjective experience 
through imaginaries, governance, political economies, and narratives (Del Vecchio Good 2007). 
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Furthermore, maintaining a reflexive method of research, in which we study with instead of on 
participants, allows us to develop reciprocity through our work and place the author’s authority 
in question (Pillow 2003). Critical ethnography disrupts dominant perspectives and looks 
specifically at which questions are being asked or not and interrogates what this means for what 
we know, how we know it, and who is given the status of being able to generate knowledge. As 
such, it questions the epistemological assumptions, not only of the participants, but also of the 
researcher herself (Harding 1987).  
Despite these successes, much of critical ethnography does not work to decenter 
traditional notions of space and time, particularly as they relate to the reconstruction of 
boundaries and borders in globalized settings. Additionally, though the focus on marginalized 
subjectivities is important, the restricted definition of power and boundedness of the research, 
limits its ability to take into account the transnational networks and disconnections that depend 
on a more complex analysis of economic processes and power relations, such as that offered by 
global ethnography. My goals in utilizing global ethnography with a critical emphasis are to 
write against the exploitative tendencies of “global health” projects and to contribute to critical 
work on biomedicalization in order to disrupt it as a hegemonic and universalist discourse. 
Through uncovering the operations of power and control within it, I aim to write towards a more 
utopian possibility of structural change in health care availability and access through a greater 
understanding of the processes of biomedical work in transnational settings.  
This study takes place at the intersections of globalization and biomedicines, looking to 
elucidate the intricate transnational networks of knowledges, resources, and people that shape 
and transform places, as they are redefined through situated contexts. Biomedicine exists at the 
forefront of imaginaries of modernity and the future, incorporating novel diagnostic and 
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therapeutic technologies with embodiments and expectations of cutting-edge research and 
political economies of hope (Van der Geest and Finkler 2004). These technologies travel 
unevenly, resulting in connections and disconnections and imaginaries of possible modernities 
that mold and are molded by lived realities constructed through the very inequalities they seek to 
transcend. This ethnography of biomedicine explores these friction-laden intersections wherein 
biomedical practices are always necessarily plural and contested, disrupting assumptions of 
universals and standardization.  
Importantly, this ethnography is located within two hospitals and is limited to the the 
biomedical practices and practitioners within them. The hospital has been assumed to be a purely 
biomedical space, but especially in situations of instability, multiple technologies and knowledge 
regimes are incorporated and the hospital borders are always porous (Street 2014). Hospitals 
pose unique challenges to fieldwork, but also function as exceptional sites of power and 
contradiction, revealing important aspects of the sociopolitical and economic contexts in which 
they are found (Street 2014; Van der Geest and Finkler 2004). Additionally, hospitals also 
function as important sites of interaction between technoscientific and spiritual dimensions of 
life and death, constructing profound relationships and forms of personhood and distinctive 
ethical and moral dilemmas. Although medical sociologists have studied hospitals with some 
frequency, this work has been done primarily in North American and European institutions (Berg 
1997; Friedson 1970; Mol 2002) and few sociological or anthropological studies have taken into 
account hospitals in the global South. 
This site is particularly unique within ethnographies of hospital-based biomedicine, 
because the hospitals and practitioners included in the study are community-level institutions and 
do not represent academic facilities in urban centers that are commonly represented in the 
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literature. Furthermore, the intersections of transnational networks apparent in all biomedical 
settings are revealed in these spaces as physicians access formal and informal networks of 
resources and information and conflicts and confluences between different biomedicines are 
acutely felt as Ethiopian and American practitioners construct their practices and negotiate 
ethical dilemmas.  
 
Ethnographic techniques 
This research incorporates analyses of interviews and observations of Ethiopian and American 
physicians, along with other hospital and NGO staff, patients, and community members to gain 
insight into the complex and conflicted ideals, ethics, and practices of multiple biomedicines 
within this community. This approach enabled the evaluation of how transnational networks 
within this “global health” space shape and are shaped by physicians’ biomedical imaginaries 
and practices. Situating this project in community hospitals in a rural Ethiopian community 
reveal the unique ways in which biomedicalization and “global health” intersect in friction-laden 
ways with ideas of access and lack, technology and innovation, and human rights and charity.  
The data presented here is the result of ethnographic fieldwork carried out in two 
Ethiopian hospitals between July 2013 and March 2014. I used participant observation and in-
depth interviews primarily of Ethiopian and American physicians and surgeons, looking for 
incongruencies, ruptures, and gaps in narratives, practices and performances. By emphasizing the 
importance of narrative, both clinically and personally, as the way in which participants make 
sense of their experiences and construct and communicate meaning, the significance of 
physicians’ processes of meaning-making of their own personal and professional roles and its 
structuring through relations can be understood more thoroughly. This was accomplished by 
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listening to the participants’ own words, focusing on that which they emphasize as important and 
meaningful (Chase 2003). Additionally, I interviewed coordinators of NGOs that were involved 
in health care services or access in the community during this time. Finally, I conducted a series 
of structured interviews with patients at both hospitals and community members to understand 
health care seeking behavior and perspectives on the quality and types of medical services 
available within this area.  
At the outset of my fieldwork, I spent several months (July 2013 – September 2013) 
engaged in participant observation at Gelel Christian Hospital, during which time no foreign 
medical personnel were present. During this time, I also conducted interviews with these 
physicians and surgeons. Each week I worked primarily with one doctor, following him on ward 
rounds in the morning and then attending clinics or procedures as his schedule entailed.4 For the 
following two months (October – November 2013), I engaged in the same participant 
observation and interview schedule at Gelel Public Hospital. This allowed me to develop 
relationships with the physicians and staff permanently employed at this site and was also my 
attempt to convince physicians at both hospitals that I was not a member or representative of an 
American medical organization. (See Table 1-1)  
As the location of an American mission hospital since the 1940s, physicians and patients 
within Gelel have complex experiences and histories with visiting missionaries and medical 
volunteers. My identity as a white American medical student in addition to an ethnographer 
greatly impacted my ability to conduct research within these hospitals. Physicians, patients, and 
staff made assumptions about my allegiances to American Christian missions and visiting 
																																																						
4 Male pronouns are used in reference to employed Ethiopian physicians and surgeons at Gelel Christian Hospital 
because during my fieldwork all of the doctors at this hospital were men. At Gelel Public Hospital, two of the 
Ethiopian physicians were women. The volunteer American physicians represented both genders equally.  
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volunteers, as well as my access to these networks of personnel and resources. My own 
biomedical training, however, also provided access to otherwise exclusive hospital spaces, 
including operating rooms, patient interviews, and wards. This was true not only in terms of 
physical presence, but also in my ability to interact within biomedical hierarchies and cultures, 
overcoming a limitation to hospital ethnography identified by van der Geest and Finkler (2004).  
Though the term “insider” is normally used in ethnography in regards to indigenous 
ethnographers, it is an apt description in this case because of the distinct clinical cultures and 
narratives to which medical professionals are granted access, as well as the conflicting interests 
embodied by a research who positions herself as the “outside within” (Smith 1999). As a medical 
student, I enjoyed border-crossing privileges that come with membership in the biomedical 
community, but was also confined by this role within the strict hierarchy of the profession, in 
which I occupied the bottom tier. Throughout my fieldwork, I chose not to wear a white coat, 
despite being encouraged to do so by several of the Ethiopian physicians with whom I worked.5 
Despite this, patients often still assumed that my whiteness and presence on the hospital wards 
signified medical knowledge and their potential for visibility within the institution, a position 
also discussed by Street (2014). My methodology was attentive to my fraught positionality 
through practices of reflexivity, personal note-taking, and journaling throughout the research 
process (Denzin and Lincoln 2000; Pillow 2003).  
Throughout the project’s duration, all practicing physicians at both hospitals were 
included in the study. All were personally invited by this researcher to take part and written 
consent was obtained to participate in a 1-2 hour semi-structured qualitative interview [see 
																																																						
5 As per protocol I wore scrubs and surgical attire when in the operating rooms and post-operative areas. This likely 
increased assumptions of my position as a medical provider, particularly with Ethiopian patients, but also with 
hospital staff. 
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Appendix A]. I also obtained permission to accompany them during their daily practice, which 
included clinic duties, hospital rounds, surgical procedures, and occasionally lunch and coffee 
breaks. Altogether, sixteen Ethiopian physicians and surgeons practiced at the two hospitals 
during the 8-month period, including two women and fourteen men. Most were junior physicians 
and surgeons, recently having completed medical school or residency training. This reflects the 
composition of the Ethiopian medical profession more broadly, in which the average length of 
professional experience is five years (AHWO 2010). Out of the sixteen physicians, two were 
gynecologists and four were general surgeons; the remainder were general practitioners. 
Beginning in November 2013, teams of American volunteers began to arrive at the 
hospital. During November there were two cataract teams and a plastic surgeon who performed 
repairs of cleft lips and palates. In February 2014, a team of American gynecologists arrived to 
perform uterine vaginal prolapse repairs. In total thirteen American physicians were included in 
the project, all of whom were at the hospitals on a voluntary basis and generally as part of 
surgical teams. Prior to their arrival, I asked American volunteers to participate in an online 
survey to assess their prior experience and expectations of the community and hospital, as well 
as their aims in participation in the project [See Appendix B]. As the teams were generally at the 
hospital for only a short time, one week on average, once they arrived I devoted the entirety of 
my time to participant observation with these physicians, accompanying them on rounds and in 
surgeries, as well as for meals and during free time. The interviews of American volunteers were 
also semi-structured and very similar to those conducted with the Ethiopian physicians, modified 
for the different circumstances in which they were engaged with the hospital and to assess their 
perceptions of variations in their practices between the United States and Ethiopia [See 
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Appendix C]. I conducted the majority of interviews with these physicians at the end of their 
projects. 
 There were several other foreign physicians visiting or working at Gelel Christian 
Hospital during this time, all of whom were interviewed about their experiences, motivations, 
and perceptions of the hospital. Other interviews were conducted with individuals who 
coordinated both international and Ethiopian health-related NGOs in the area to further 
understand health care service availability and provision in the community and sources of 
international and state-level funding and resources [See Appendix D]. Hospital administrators at 
Gelel Christian Hospital and staff members that worked with American volunteers were 
interviewed in an unstructured manner to gain their perspectives on the impact of these teams on 
the hospitals and patients. Finally, preliminary interviews and observations were conducted in 
the United States with physicians that had previously participated in medical mission trips in 
both Ethiopia and other locations in the Spring of 2010.6 (See Table 1-2) 
All physician and health care staff interviews were conducted in English and audio-
recorded and transcribed by this researcher. I analyzed the interviews and daily fieldnotes using a 
grounded theory approach, wherein content analysis was used to generate codes based on the 
research findings (Charmaz 2006). Interviews allowed for the discovery of contexts or meaning 
of actions and observations, but are in themselves narrative performances that must be situated 
within the social settings in which they take place. Through participant observation in the two 
hospitals in which these physicians’ worked daily, I observed and engaged in the practices and 
																																																						
6 Preliminary interviews and observations were conducted with six physicians in the United States. This research 
was conducted as part of a smaller project regarding impacts of participation in “global health” projects on 
American physicians’ daily biomedical practices. This study was approved by the University of Illinois Institutional 
Review Board (IRB # 11332) and the Carle Foundation Hospital Institutional Review Board (IRB #11011).  
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performances of biomedicine, including medical procedures, interactions with patients, families, 
and hospital staff, and mundane daily activities. 
Table 1-1: Participant Observation 
Population Group Dates Total Amount of Time 
Ethiopian physicians August 2013 – March 
2014 
8 months 
American physicians in 
Ethiopia 
November 2013; February 
2-15 2014 
4 weeks 
American physicians in 
United States 
March 2010 – April 2010 4 weeks 
 
 
Table 1-2: Interviews 
Population Group Number of 
Interviews 
Ethiopian physicians 
- Gelel Christian Hospital 
- Gelel Public Hospital 
16 
8 
8 
American physician volunteers in Ethiopia 13 
Other foreign physicians in Ethiopia 3 
Ethiopian hospital staff (non-physicians) 5 
NGO staff 8 
Community members 88 
Hospital administrators 2 
Hospital patients 
- Gelel Christian Hospital 
- Gelel Public Hospital 
56 
25 
31 
 
American physician volunteers in United 
States 
6 
 
 During December 2013, in addition to continuing participant observation at Gelel Public 
Hospital, I worked with Wellega University staff and students to conduct 88 structured 
interviews with community members within the catchment area of the two Gelel hospitals. 
Households were selected randomly from nine kebeles, four urban kebeles from within Gelel 
town (See Figure 1-2) and four rural kebeles from outside of town, but still part of Gelel woreda 
(See Figure 1-1).7 These interviews sought to elucidate the types of health care community 
																																																						
7 Twelve interviews were conducted in each urban kebele and ten in each rural kebele. These numbers are reflective 
of the proportion of the Gelel woreda population living within Gelel town and rural areas respectively. The kebeles 
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members sought out for different medical problems and the perceived barriers to and availability 
of particular services [See Appendix E]. Additionally, brief structured interviews were conducted 
with inpatients at both Gelel Christian Hospital and Gelel Public Hospital over the course of two 
days, to eliminate variation in seasonal illnesses and hospital accessibility. All admitted patients 
at both hospitals were approached and and oral consent was obtained to ask a series of questions 
about their health care seeking behaviors and their perceptions of the hospital care. In particular, 
I was interested in the reasons patients sought care at one community hospital over the other. 
Altogether 56 interviews were conducted [See Appendix F].  
In addition, I collected documents relating to health policy and population health 
statistics from local agencies, the hospitals, and the CRDA library and engaged in analysis of 
public documents written by hospital volunteers. Not only did these documents provide valuable 
information about the history and socioeconomic contexts of the community, but they also 
revealed substantial holes in the epidemiological and demographic information available.  
Outside of these focused interviews with hospital patients, patients were not included as 
participants in this study for several reasons. The majority of social science literature 
investigating global health projects and hospitals more particularly is focused on the experiences, 
narratives, and outcomes of patients. That which is not tends to pay attention to NGOs as 
organizations and their impacts on communities. Though these are obviously very important 
dimensions, there is a dearth of studies that concentrate on medical practitioners and the ways in 
which their perceptions and practices impact biomedical culture and patient care, with Wendlund 
(2010) as a notable exception. Understanding physicians’ imaginaries and practices are vital for 
																																																						
were selected after randomizing separately the urban and rural areas shown. Interviews were conducted in Afaan 
Oromo and answers were recorded in writing after receiving oral consent from all participants. Translation of 
written responses was undertaken my myself and my interpreter in the weeks following the interviews and answers 
were coded and analyzed.  
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interrogating the relationships between knowledges, technologies, and their situatedness in 
clinical realities as part of developing a body of literature on contemporary transnational 
biomedicine (DelVecchio Good 1995). My choice to focus on physicians’ narratives and 
perspectives was also driven in part by my own positionality within biomedicine, which may 
have made interviews with patients potentially difficult and fraught with concerns over my role 
within the hospital community. 
The complexity of the research was increased by the transience of Ethiopian medical 
professionals, many of whom stayed at the hospitals for less than one month, due to contractual 
obligations elsewhere, and most of whom left within one year. Interestingly, my longer-term stay 
at the hospital due to my fieldwork was read by several of my American participants as self-
sacrifice, with several referring to me as more of a “missionary” than they felt they were 
themselves. This characterization troubled me for several reasons, not the least of which was my 
clear commitment to my own research during my stay and my involvement with the teams out of 
a desire to engage in good participant observation and not to provide medical care.  
Although I was able to build good rapport with several Ethiopian physicians at both 
hospitals during the initial period of my fieldwork, some of these relationships, particularly those 
at Gelel Christian Hospital, were jeopardized with the arrival of the American medical teams. 
Despite my attempts to remain visibly outside of the American teams through maintaining close 
relationships with Ethiopian physicians and staff during their visits and declaring my 
independence from them often, my racial and national identities made this separation impossible 
for both groups of physicians. Most American team members assumed that I was philosophically 
aligned with their missions and several of the Ethiopian physicians and staff suspected that I was 
more substantially involved in the organization and practices of the teams than I divulged. Thus, 
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interviews with Ethiopians regarding their perspectives on American volunteers were 
overwhelmingly positive, with a few notable exceptions. Additionally, while I initially intended 
to observe closely the interactions between the American and Ethiopian physicians in the 
hospitals, these direct exchanges rarely happened. For the most part, and as discussed in Chapter 
five, most of the Ethiopian practitioners avoided the American clinical spaces within the hospital 
through changing the operating schedule or taking short vacations. Americans facilitated this 
lack of exchange through separation of their patients into a separate ward and their exclusionary 
uses of hospital spaces. The interactions that I observed are described throughout this 
dissertation, but their relative infrequency is indicative of the tensions and discomfort produced 
by the seeming incompatibility of these two biomedical cultures. 
Through the engagement in critical global ethnography one acknowledges research as an 
act of domination through the recognition of our own power, privilege, and biases. My own 
subjectivity is implicated in all of my engagements in the partnerships I formed in my research 
and the ways in which I represent these relationships. This results in the constant active 
interrogation, not only of my own identity, but the ways in which I am entangled with processes 
of neocolonialism, neoliberal capitalism, and hegemonic paradigms that are localized and 
grounded through my interactions with research participants and others within the site. It is my 
aim that this critical global ethnography goes beyond reflexivity to engender a performance of 
critical theory in practice (Madison 2005). 
In addition to my fraught positionality there are several limitations to my methodological 
approach. The complex social and political histories of this region and of Ethiopia more broadly 
make it an exceptional site in many ways. The narratives and experiences of biomedicine in these 
hospitals are specific to this community and may contain little relevance for any more general 
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statements regarding medical practices in surrounding regions or other African contexts. 
Additionally, I was present in this site at a very particular time. Administrations and medical 
staffs at both hospitals were particularly tumultuous and the lack of stability likely impacted 
attitudes of both physicians and community members towards the accessibility and quality of 
biomedical services. The relatively short timeframe of my fieldwork means that I am unsure of 
the outcomes of many of these changes and the ways that they have possibly transformed the 
biomedical cultures and transnational medical networks within this site. Despite these and other 
limitations, this ethnographic study has the potential to elucidate some of the ways in which 
transnational connections, disconnections, and mobilities construct biomedicines and how 
processes of biomedicine drive new technologies, forms of personhood, and conceptions of 
ideals and ethics, even as these processes are constantly reconstructed.  
 
Sites 
Gelel, Ethiopia 
Ethiopia has an estimated population of 79.9 million people and is one of the least urbanized 
countries worldwide, with 83.6% of the population residing in rural areas. It is a country of many 
ethnic groups and over eighty different spoken languages (Central Statistical Agency 2007). The 
largest and most populous ethnic state in Ethiopia is Oromia, the Oromo people’s region. The 
Oromo are the largest ethnic group in Ethiopia, making up about 40% of the population, though 
they have never held central power. Beginning in the 16th century, the Oromo moved into the 
Ethiopian highlands as nomadic herdsman from Southern Ethiopia and Northern Kenya and 
settled as farmers. Traditionally the Oromo worshipped Waaqa, an omnipotent deity (Slikkerveer 
1990), however currently 48.6% identify as Muslim, 30.4% are Orthodox Christians, and 17.7% 
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are Protestant Christians, varying on the region of Oromia. In Gelel, Ethiopia, 50% of residents 
identify as Protestants, 35.5% as Orthodox, and 13% as Muslim (Central Statistical Agency 
2007). This likely reflects the greater presence and influence of Protestant missionaries in the 
early 20th century and less Muslim influence from Northern and Eastern regions.  
The region of Oromia, like the other nine regions and the cities of Addis Ababa and Dire 
Dawa, is divided into zones, which are subdivided into woredas (counties), and further divided 
into kebeles, which function as community administrative units. Many Oromo, especially those 
whose families fled as part of the diaspora, consider themselves to be colonized by the Ethiopian 
empire. They remain without political representation in the central government. 
 
Figure 1-1: Administrative Regions and Zones of Ethiopia 
UN Emergencies Unit for Ethiopia – USAID/Ethiopia Map Room (2000) 
 
The kebeles were established under the communist Derg regime (1974-1991) and 
continue to function as many people’s primary contact with government administrators. The 
kebele office is where people from that administrative unit can receive letters and authorizations 
for health care, property disputes, and other local political issues.  
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Gelel, Ethiopia is a town and district in Western Oromia. It is made up of 32 kebeles, or 
community administrative units, most of which are rural and the entire district had a reported 
population of around 80,000 in 2008.  
 
Figure 1-2: Map of Gelel Woreda 
 
There are four hospitals within the region; two are government hospitals and two are not-for-
profit private hospitals. Oromia has a total of 42 government hospitals and 11 non-govermental 
hospitals. It also boasts 43 higher private clinics and 253 medium private clinics, which provide 
primary and emergency health care services. In 2012, there were 360 general practitioners and 85 
specialists working in the state, for a physician to patient ratio of 1: 70,326 (Federal Democratic 
Republic of Ethiopia Ministry of Health 2012).  
 Gelel town has a population of around 30,000 according to the 2007 census (CSA 2007) 
and functions as the district capital and main market town for the area.  
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Figure 1-3: Map of Gelel Town 
 
There are two hospitals, Gelel Christian Hospital and Gelel Public Hospital, located about two 
kilometers from each other. Both are sixty-bed hospitals that provide medical and surgical 
services to a large rural population and employ a number of general practitioners, and one 
gynecologist and surgeon each, when fully staffed. There is no subspecialty care available at 
either hospital, outside of occasional volunteer surgical teams; patients in need of subspecialty 
care are referred to university or private hospitals, usually in Addis Ababa.  
 
Government hospital administration and functioning 
Gelel Public Hospital (GPH) was opened in 2010 as part of the government’s expansion of 
health services. It functions as a referral center for the community’s health centers and clinics. 
As a district level hospital, it has approximately sixty beds and when fully staffed, employees six 
general practitioners, a gynecologist, and a general surgeon.  
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Figure 1-4: Gelel Public Hospital Nurses’ Station 
 
 
Private hospital history and current administration and functioning 
Gelel Christian Hospital (GCH) was established in 1947 and administered by the religious 
organization within Ethiopia and supported by missionaries from the United States and Europe. 
In 1999, its administration was taken over by a faith-based international NGO, Global Medical 
Assistance (GMA), headquartered in the United States. In 2012, its administration was 
transferred to the Ethiopian branch of the church. Like GPH, it has roughly sixty beds and 
employs 1-2 general practitioners, one surgeon, and one gynecologist when fully staffed, along 
with a number of mid-level providers.  
 
Overview of Chapters 
Building on this introduction, chapter two outlines the contested history of biomedicine in 
Ethiopia, seeking to elucidate the plural nature of biomedicines and the other medical traditions 
with which they interact, including spiritual and indigenous healers. The ambivalent attitudes of 
Ethiopian physicians regarding the interactions of multiple medical practices and the hybrid 
health care seeking behaviors of patients are discussed, lending further evidence to the 
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limitations of conceptualizing biomedicine as opposed to “traditional” medicines and of 
regarding any set of medical practices as homogenous or static (cf. Decoteau 2013). 
Chapter three explores the sociopolitical dimensions of this particular fieldsite in more 
depth in order to demonstrate the ways in which the instability, informality, flexibility, and 
mobility that characterize neoliberalization and the site-specific and variegated socioeconomic 
contexts are interdependent. The clinical and social realities of this place require problematizing 
globalized and universal conceptions of biomedicine and neoliberal foundations of 
biomedicalization. I will discuss the utility of developing a theory of variegated 
biomedicalization in order to analyze both the macroinstitutional and sociopolitical contexts in 
which biomedicines engage and the ways in which this occurs through a set of friction-laden 
processes.  
Chapter four will explore the ways in which Ethiopian physicians’ biomedical 
imaginaries construct their expectations and ideals of biomedical practices. When the disjuncture 
between these imaginaries and the clinical realities emerge, innovative practices and informal 
strategies are employed to repair the rupture. The incompleteness of this constrained project, 
however, results in disenchantments regarding the transformational and salvationary potential of 
biomedicine. These disenchantments may be evident in medical practices and imaginaries more 
broadly, as transnational biomedical sites are variably connected and disconnected.  
Chapter five will explore the ways in which American volunteer physicians construct 
Ethiopian clinical spaces as frontiers and their projects as exceptional, which allows for 
assumptions that make their interventions necessary and desired. I describe the ways in which 
American medical missions function as a technoscientific form of modularity, using universalist 
paradigms of biomedicine and apolitical discourses to attempt to avoid sociopolitical 
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entanglements at the local and national level. The reconfigurations of space and time within this 
place allows for the American assertion of sovereignty over exclusive clinical spaces and the 
establishment of particular ethics and practices within them. These spaces exist in direct 
contradiction to the very principles of universalism and apolitics that American physicians rely 
on to establish them. Biomedicine and biology operate in a space that seemingly lies outside of 
the political sphere, allowing travels in the name of health to be understood as transcending 
politics. This is most blatant in the discourses of human rights that are used in justifications of 
humanitarian intervention, which operate through paradigms of universal humanity and spaces of 
exception (Roberts and Scheper-Hughes 2011).  
Chapter six delves deeper in the practices of American physicians in this biomedical 
space, asking what types of moral contradictions arise at the intersections of moralities, 
economies, and technologies. I show that medical missions occupy a unique place within “global 
health” work that is situated between the neoliberalism and biocapitalism of development models 
and humanitarian logics that structure discourses of human rights and social justice. American 
physicians struggle to resolve tensions in how to measure the success of their projects, how to 
connect with patients that are denied subjecthood, and adhere to an ethics of equality in a project 
that relies on fundamental hierarchies and disempowerment. I propose that the ethics of these 
projects represent an evangelical ethics in which the transformative power of biomedical 
technoscientific intervention is a salvationary technology for both the physicians and the patients 
within this space. 
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Conclusion 
Through interrogating the intersections of various biomedicines and their practices, imaginaries, 
and discourses within this postcolonial space a number of productive tensions and fraught 
interactions are revealed. The tensions in Gelel reflect broader tensions in neoliberalism and 
biomedicalization and the ways in which novel practices, subjects, and ethics are produced. 
1. Production of a variegated biomedicalization through networks and disconnections 
This dissertation seeks to establish that biomedicalization is necessarily a transnational process 
and that theorizing it only in a U.S.-centric or even West-centric context creates an unnecessary 
and violent separation between “the West and the rest.” This serves to uphold the hype of the 
United States as the center of the creation of a universal technoscience and of biomedical 
knowledge. Furthermore, it obscures how modularity and creation of frontier spaces allow for 
erasure of sociopolitical entanglements and reinforcement of inequalities. 
The clinical spaces of Gelel, Ethiopia are located in a borderland that is situated between 
the temporal discourses of biomedicalization, which emphasizes biotechnological progress in a 
forward-direction, and postcolonial temporalities which include discontinuities and reversals 
(Mbembe 2001). Principles of biomedicalization within this space are realized but in vastly 
different ways – neoliberalized bioeconomies are contested in informal and disconnected spaces 
that rely on multiple interconnected forms of power and governance; a reoriented focus on health 
and surveillance and risk is situated in conflict with paternalistic biomedical interactions and 
incomplete data. The technoscientization of biomedical processes reveals that they are always 
plural and multiple, while the imaginaries of salvation through technology drives political 
economies of hope. All the while, knowledge production and distribution is transformed in its 
friction-laden and uneven movements through transnational networks, producing novel forms of 
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personhood and innovative practices that reconstruct biomedicines even as they embrace and 
resist them. 
More than one modernity can exist in the same space and time – in this case the 
biomedical modernities of the Ethiopian physicians and that of the American physicians working 
in this space are both different and the same. Studying biomedicalization in this space from both 
of these perspectives decenters the dominant narrative that biomedicalization is an American 
project reliant on an outdated diffusion model of development. By attempting to understand the 
present moment from the “periphery” aims to avoid ignoring alternative biomedical modernities 
and recenters this “peripheral” site as an important place for the generation of knowledge, not 
only for the “peripheral” subjects, but also for the subjects of the so-called “center,” the 
American physicians. This has important implications for our theories of biomedicalization and 
also vital political implications for science and technology studies at the margins.8  
2. Production of physician subjects and biomedical imaginaries 
Within discussions of biomedicalization in transnational contexts (which are all of them), we 
must include considerations of the moral and soteriological dimensions of medicine. The pitched 
uncertainty of neoliberalism is in conflict with the moral and scientific idealism of the 
biomedical imaginary. The structural violence of medical neoliberalism institutionalizes 
uncertainty and informality, primarily through discourses of emergency and urgency, appropriate 
technologies, and “just-in-time,” which serve to allow vertical interventions and medical 
missions in the name of humanitarianism. Medical neoliberalism, in particular, markets the 
political economy of hope through both technology and these humanitarian initiatives. This 
remains disconnected from biomedical imaginaries which uphold ideals of cure and 
																																																						
8 Thank you to Maria Todorova for her insight into concepts of centers and peripheries. 
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standardization through the propagation of universalized best practices and moral imperatives. 
These ideals operate primarily through a moral or spiritual set of logics, not an economic one, 
embracing the soteriological of medicine. 
Disjunction between biomedical imaginary and clinical realities of disconnection and 
lack require innovative practices and result in abjection of Ethiopian physicians. This disjunction 
is constitutive of clinical spaces outside of the United States, as it is always “othered” to the U.S. 
referent. The disjunctures and instabilities produce Ethiopian physicians as neocolonial “middle 
figures,” that are produced by the emerging hybridity of society and seek to mediate it (Hunt 
1999), much like East African doctors identified by Iliffe (2002) had an “ambivalent symbiosis” 
with the colonial administration because while the training provided by the state allowed upward 
mobility, this remained in tension with the struggle for professional recognition and equality with 
the European doctors. 
3. Production of medical missions as unique forms of biomedicalized “global health” 
I establish that medical mission teams are a unique form of “global health” that operate as a 
network of biomedicalization through the use of modular technologies. The engagement with 
these technologies, however, requires the construction of the community and hospital as a 
frontier that requires intervention from outside because of its lack. Following Tsing (2005), the 
frontier must be continuously reproduced through imaginaries, discourses, and practices, 
allowing the erasure of that which is already there. The Ethiopian hospitals and surrounding 
communities are characterized by their lack by American medical volunteers, establishing the 
need for interventions and assumptions of a place beyond the bureaucratic, ethical, and 
technological constraints of American biomedicine. Practices of a more “authentic” biomedicine 
are enabled through modular technologies that construct exclusive boundaried enclaves of 
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medical missions. This produces the erasure and marginalization of Ethiopian physicians and 
biomedical knowledge, even as they resists this exclusion.  
4. Production of project patients and mission ethics 
American physicians in this space are likewise caught in a tension between ideals of 
universalized medical practices and ethics and the constraints of the projects in which they find 
themselves. The modular nature of the mission project does not lend itself to the reconnection 
and humanitarian ethos that the physicians seek. After realizing the limitations and frustrations of 
their own project, attempts are made to imbue project patients with new forms of personhood and 
to mediate ethical tensions with discourses of necessity. 
Transnational biomedicalization in these medical missions relies on unique forms of 
technoscience, including portability and modularity, novel forms of subjecthood and therapeutic 
communities in the form of project patients, and an evangelical ethics that allows an uneasy 
synthesis of biocapitalism and humanitarianism.   
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CHAPTER 2 
Conflicts, Hybridities, and Coevolution:  
Social and Historical Contexts of Biomedicine in Ethiopia 
 
There are patients who believe that medicine is not important for that disease; 
they connect every disease with spiritual disease. On the other side, there are 
people who think that spiritual things are not important at all for part of the 
treatment. So as a physician working at a public hospital, I am not pushing 
against them [either way]. (Dr. Catherine, Ethiopian MD) 
 
Biomedicine in Ethiopia has a long history that is characterized by unevenness and instability. 
Though heads of state have pursued the incorporation and expansion of biomedical health 
services since the late nineteenth century, 80% of Ethiopians continue to utilize “traditional” 
medicine instead of or in addition to “modern” medicine (Kassaye et al. 2006).9 In some ways 
the history of biomedicine in Ethiopia mirrors that of other African countries, including those in 
East Africa (Iliffe 2002). The political and social history of the country however, makes in 
unique in many ways. Specifically, Ethiopia was never under colonial rule and while the 
development of the health system was inculcated in many ways in transnational networks of 
training, personnel, and policies, Ethiopian sovereignty allowed the development of a health 
system outside of the tensions and exploitation discussed in situations of colonial medicine 
(Anderson 2006; Hunt 1999; Iliffe 2002).  
Furthermore, though missionaries were active in Ethiopia from the 19th century on, the 
politically powerful Ethiopian Orthodox Church and the state-church relationship restricted the 
																																																						
9	The terms “traditional” and “modern” are used throughout this chapter because they reflect the terminology that is 
used by Ethiopian practitioners and within the literature on this topic. However, it is understood by this author that 
these terms are misnomers for the two medical traditions as both are used contemporarily and have long and 
complex histories. Furthermore, the use of these terms establishes a false binary that fails to recognize their 
integration and evolution and assumes the homogeneity of each category (Sahlins 1999). This is indeed not the case, 
as hopefully this chapter will show, as both “traditional” medicine and “modern” medicine are plural systems and 
both utilize explanatory models and treatments that fall outside of their disciplinary boundaries. Finally, the use of 
the term “indigenous” is occasionally used as a synonym for “traditional” as a term signifying non-biomedical 
practices and practitioners. It is likewise noted to be a problematic and essentializing term (Kuper 2003).  
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activities of these missions and their medical activities to a certain extent. Ethiopia presents a 
somewhat unique case from this perspective as it was a Christian kingdom with an established 
and powerful church. Ethiopian Orthodox Christianity was established from the fifth century 
onwards. This meant, that unlike in other regions, missionaries to Ethiopia were often more 
engaged in relations with the Ethiopian Orthodox Church than with non-Christian Ethiopians. 
Evangelism within Ethiopia was already a characteristic of the Orthodox Church, whose leaders 
were open to assistance by missionaries provided they did not attempt to convert Ethiopian 
Orthodox members or establish their own denominational jurisdictions (Haile 1998).  
The presence of European missionaries dates back to the 16th century with the arrival of a 
Portuguese Jesuit mission on the heels of imperialist attempts to control trade routes in the Indian 
Ocean. Missionaries in the 18th through 20th centuries were semi-permanent residents of 
communities and provided potential connections between Ethiopia and Europe or the United 
States (Crummey 1998; 2007). Fraught relationships between the Ethiopian Orthodox Church 
and European attempts at reformation are noted since the early 19th century, during which the 
Church Missionary Society began sending missionaries that offended Orthodox clergy by 
establishing independent congregations (Rubenson 1998). Both Protestant and Catholic 
missionaries acted as representatives of Western cultural traditions and emissaries of “modern” 
education and medicine. As such they influenced sociopolitical dynamics within Ethiopia despite 
the attempts of successive heads of state to limit their presence and involvement (Crummey 
1998). 
Lastly, this project is situated in the Western Oromia region of Ethiopia. The Oromo are 
an ethnic group with a historically-distinct political system, language, traditional religion, and set 
of healing practices, as well as unique relationships with Protestant missionaries. Ethiopia 
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remained relatively impenetrable to these missionaries, the majority of whom were restricted in 
their movements and activities to the capital and surrounding areas. The first missionary to reach 
the Oromo by his own self-report, was an American, Dr. Thomas Lambie, who entered the 
Ethiopian Empire on the Western border from Sudan. He was able to establish a mission and 
clinic in Sayo, now Dembi Dolo, in Southwest Ethiopia as the head of the Sudan Interior Mission 
(Lambie 1939). In the western regions of the country and Wellega in particular, Protestant 
missions stimulated Western education and provided a large proportion of available hospital beds 
(Crummey 1998). There is scant literature focused primarily on the Oromo experience within the 
development of biomedicine and the interactions between traditional medicines and biomedicine 
in this region (cf. Silkkerveer 1990), but I will propose some possible sites of intersection and 
potential sites of future inquiry that can begin to explore the historical and social contexts of 
biomedicalization in Oromia specifically, and in this Western region specifically. 
 
Pluralities of Ethiopian Medicine within Ethiopia and Oromia 
On the basis of the origin of various groups and differentiation in ethnic 
affiliation, language, religion, and economic activity, this heterogenous society, 
even in the absence of long-standing colonial rule, can be regarded as a plural 
society in itself, bearing important implications for the analysis of its socio-
economic development (Slikkerveer 1990: 115).  
 
There is no single system of medicine in Ethiopia and indeed, there is not even a single 
“traditional” medical system because understandings of disease causation and treatment rely on 
an amalgamation of beliefs from indigenous, Orthodox, Protestant, and Muslim religions 
(Bishaw 1991; Getahun and Balcha 2012). Traditional medicine in Ethiopia, preserved in ancient 
Orthodox texts dates back thousands of years and relies primarily on plant-based medicaments, 
as well as bleeding and cupping, variolation for small pox and other diseases, steam and water 
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baths, and counter-irritation. In the 19th century, European visitors reported that Ethiopians 
excelled at surgery, performing tonsillectomy, laparotomy, bone setting, and amputation with 
techniques similar to “European standards” (Pankhurst 1990).  
Slikkerveer (1990) conducted a study among the Oromo of Babile in Harerge, Eastern 
Ethiopia to determine patterns of health seeking and responses to illness. Though “modern” 
medical services were available, the majority of people within the area “under-utilized” them and 
continued to rely on their cultural traditions of medicine. However, he found that even within 
this rural community attitudes and beliefs about health and health care differed based on ethno-
religious subgroups and that “cultural” medical treatments varied. While the religious history and 
subgroups in this region differ from those of the area represented by this study, this work 
disrupts any assumptions of a homogenous “Ethiopian traditional medicine” and a facile analysis 
of the biomedical-traditional medicine binary.  
 Based on his findings, Slikkerveer (1990) categorized medical practices in this region as 
a plural health system, with traditional, transitional, and modern components. Ethiopian 
traditional systems share some beliefs, including a blurring of lines between illness and other 
personal misfortune and incorporation of beliefs in spiritual causes of illness, such as evil eye 
and demons, as well as naturally occurring illness or injury, such as broken bones, that require 
empirical treatment (Bishaw 1991). The traditional medical systems present in Babile were 
categorized into three types: 1) local Cushitic medicine, 2) local Arabic medicine, and 3) local 
Amharic medicine. Arabic and Amharic medicines are founded in magico-religious beliefs of the 
Muslim and Ethiopian Orthodox communities respectively. Local Cushitic medicine is based in 
traditional Oromo magico-religious beliefs, but in my own research was found to be used even 
by Oromo who do not adhere to traditional religious practices. The therapies are based on a 
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concept of equilibrium, called qooloo, that involves use of natural elements. Slikkerveer (1990) 
found that traditional healers were sought out for diseases that were considered non-Western and 
therefore could not be treated by outsiders, including fractures, anemia, evil eye, pneumonia, and 
abscesses. Use of traditional medicine for fractures and evil eye remained common in Gelel and 
surrounding communities two decades later, during this study period. Several traditional medical 
practitioners were identified within the Cushitic tradition including qaaluu, spiritual healers, 
wogesha, pragmatic healers, and ogeetti, traditional midwive. In addition, faith-specific spiritual 
healers practice within Orthodox and Muslim traditions (Slikkerveer 1990).  
 Herbalists are among the most common traditional medical practitioners and this form of 
healing likely represents the oldest medical therapy in Ethiopia (Getahun and Balcha 2012). 
Another empirical healer, the wogesha [also waggesha] relies on a combination of empirical and 
magico-religious therapies for treating fractures, tumors, wounds, hemorrhoids, cramps, and 
muscle pain. In addition to setting bones, the healer uses medicinal plants and restores balance to 
the body (Slikkerveer 1990). In Gelel region, community members also reported seeking out 
wogesha for treatment of “midhamma,” described as a derangement of the internal organs 
resulting from exerting oneself beyond one’s capacity, managed with deep abdominal massage10. 
 Spiritual healers of indigenous, Christian, and Muslim backgrounds also represent 
important sources of medical therapy. Illnesses caused by spirits, including demons and the evil 
eye are treated by practitioners able to use clairvoyant powers as well as other therapeutic 
modalities. This type of therapy was noted to be particularly useful for those suffering with 
mental illness. The oldest forms of Church-based healing dates back to the 16th century, 
																																																						
10	I did not observe any traditional medical practices firsthand, but they were described by individuals as part of a 
series of structured interviews, as well as anecdotally by friends and physicians within the community.  
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associated with the Ethiopian Orthodox Church. These healers rely on medical texts, herbal 
remedies, and the invocation of spirits (Gethun and Balcha 2012).   
 The transitional medical system identified by Slikkerveer (1990) revolved primarily 
around the dispensing of commercial pharmaceuticals by “needlemen,” or “injectioners” who 
were not biomedically trained, but offered injections of antibiotics, often diluted, as therapies for 
a variety of illnesses. Those utilizing these healers adhered to traditional disease concepts. 
Finally, the modern medical system existed alongside and in many ways interconnected with 
these other medical traditions.  
 
Modernization in the Ethiopian Empire 
The Ethiopian state can date its history back to the fourth century, with the establishment of the 
Axum dynasty in northern Ethiopia. Central rule over the territory continued to be dominated by 
the North and expansion of these dynasties into the South and West resulted in marginalization 
and exploitation of these peoples, including the Oromo. The modern Ethiopian state was 
established with the consolidation of power in the late nineteenth century under a series of 
central emperors, including Emperors Tewodros II (1855-1868), Yohannes IV (1872-1889), and 
Menelik II (1889-1913), the last of whom was Haile Selassie (1931-1974). These emperors 
derived power from their divine appointments and hence were co-dependent with the Ethiopian 
Orthodox Church. While the Ethiopian Orthodox Church promoted the belief that priests and 
holy water are able to cure some illnesses, church officials also supported the ban of beliefs in 
sorcery and witchcraft (Bishaw 1991). Emperor Yohannes was regarded as a traditionalist and 
excluded foreign missionaries from the Empire. He embraced European medical practices 
however, encouraging inoculation for small pox during the 1886 epidemic. Emperor Menelik II 
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is considered a key figure in the medical modernization of Ethiopia, importing surgical 
instruments and pharmaceuticals, introducing mass vaccination in 1898, and establishing the first 
government hospital (Pankhurst 1990). 
Ethiopia’s modern medical history is generally assumed to begin at the end of the 19th 
century, with the defeat of the Italians by the Ethiopians at the Battle of Adwa in 1896. During 
the war Menelik II requested medical aid from the Russians, who saw Ethiopian Orthodox 
Christianity as kindred to Russian Orthodoxy. Though they arrived after the end of the war, the 
Russian medical team under the auspices of the Russian Red Cross remained and established the 
hospital in Ethiopia, “Russian Hospital” in 1896 (Berhan 2008). The Russians provided free care 
to Ethiopians and instigated the use of medical care as diplomacy by other European powers in 
Ethiopia (Pankhurst 1990). The hospital closed in 1906 reportedly due to high taxes on 
medications coming through Ethiopian customs. This site became the location of the first 
Ethiopian state-run hospital, Menelik II Hospital, upon its completion in 1909, which was 
established with the help of foreign medical personnel (Berhan 2008; Pankhurst 1990). In 1907 
health care became the responsibility of the Public Health Department of the Ministry of Home 
Affairs, which pursued public health and vaccination campaigns (Slikkerveer 1990). In addition, 
two Ethiopian physicians trained abroad, Hakim Workneh Eshete and Melaku Emanuel Beyan, 
represented the first Ethiopians practicing Western medicine within the country (Asfaw and 
Alemayehu 2012). 
Menelik II engaged in several initiatives to modernize Ethiopian medical practices, but 
also looked to incorporate indigenous medicine and biomedicine. As part of this effort, he 
offered employment to experienced church-educated healers at a branch of Menelik II Hospital. 
These efforts, however, were limited to the capital and did not affect medical practices in the 
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remainder of the Empire. During the first part of the 20th century, the limited impact of 
biomedicine on indigenous practices, allowed traditional healers to maintain dominance in most 
areas (Getahun and Balcha 2012). Leading up to the Italian invasion in 1935, there were 11 
government hospitals operating, six were located in Addis Ababa and three in Harar, leaving few 
others around the country, including one in Nekemte, West Wellega. (Berhan 2008).  
During the reigns of both Menelik II and Haile Selassie, mission health services provided 
most of the “modern” health services in rural areas. These medical missionaries were 
concentrated primarily in the Western and Southern regions of the country and were rare in the 
traditionally Orthodox regions in Amhara and Tigray (Kloos 1998). In West Wellega, Oromia, 
one of the earliest instances of documented missionary involvement were the activities of Dr. 
Thomas Lambie, whose assistance in fighting influenza epidemic in 1919 also resulted in 
American Presbyterian missionary projects. In the 1920s, the Sudan Interior Mission (SIM) was 
responsible for much of the missionary work and political influence (Crummey 1998). Lambie 
opened the third hospital in Ethiopia in 1922, Gulele Hospital in Addis Ababa. It became the 
Medical Research Institute in 1942 and now houses the Ethiopian Health and Nutrition Research 
Institute (Berhan 2008). 
By 1935 there were ten religious societies at work, including two American-based 
organizations: United Presbyterian Mission and the Seventh Day Adventist (SDA) Mission. 
These two missions organized the Ethiopian Red Cross in 1935 in response to the Italian 
invasion, but were forced to evacuate their provincial hospitals and schools with the advance of 
the Italian forces (Lass-Westphal 1972). The SIM and other Protestant missionaries were 
received as modernizing forces by heads of state from the 18th through the 20th centuries, as 
powerful conduits for Western resources and influence, and by poor and marginalized people in 
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many regions as an alternative to the central Amhara-dominated government because of their 
rhetoric of equality and aestheticism (Crummey 1998; Donham 1999).  
 
Italian invasion and its Aftermath 
Ethiopia, unlike other African states, was never colonized. Some scholars have argued that the 
ethnic conflicts within the Ethiopian state are intensified compared to those in other 
contemporary African states because they have resulted from a history of conquest by the 
dominant Ethiopian ethnic group, the Amhara, over the others (Aalen 2011). Between 1936 and 
1941 the country was under a brief occupation by the Italians, which ended with their defeat by 
the Ethiopians with the help of the British, French, and Belgian East African troops (Mockler 
2002). During the Italian occupation, several hundred Italian physicians came to Ethiopia as part 
of an attempt to organize rural health services and engage in health prevention campaigns and 19 
hospitals were built (Berhan 2012; Slikkerveer 1990). Although this represented the first 
systemic program to introduce modern health care in rural areas, there was little actual 
improvement in health (Slikkerveer 1990). During this time, indigenous healers were allegedly 
involved in resistance against the occupying forces. Attacks against them, as well as the 
expansion of biomedical services, began to undermine these practitioners’ dominant position 
within Ethiopian medicine (Getahun and Balcha 2012).    
After the end of the occupation, Haile Selassie returned to power and engaged in 
promotion of modernization for the country. Following World War II, Emperor Haile Selassie 
encouraged involvement of foreign organizations, including faith-based NGOs and by the 1960s 
there were enough “civil society organizations” to justify the passage of legislation to recognize 
and codify them. At this time these national and international, primarily religious organizations, 
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were helping to fill gaps in the emperor’s attempts at modernization. His subsequent attempts at 
reform, including that of the exploitative land ownership system anchoring the empire, resulted 
in the deterioration of his own power by destabilizing his relationships with local heads of 
government (Aalen 2011).  
His emphasis on modernization, however, included health care and by 1948, 110 
Ethiopian and expatriate physicians were working at 46 hospitals throughout the Empire. In 
1947, the Ethiopian Medical Association was established and they began to publish the Ethiopian 
Medical Journal in 1961 (Berhan 2008). Although during this time, a substantial portion of the 
membership was foreign, this shifted over the following decades and by the mid-1970s the 
majority of publications in the organizations’ journals were written by Ethiopian contributors. 
Haile Selassie maintained an ambivalent relationship with traditional medical practitioners, 
occasionally persecuting some and giving others feudal titles (Bishaw 1991). He gave traditional 
medical practitioners legal standing within the national health care system in 1948, reversing an 
edict from the late 19th century, but this status was contradictory, confusing, and difficult to 
implement (Bishaw 1991; Getahun and Balcha 2012).  
 In the 1950s, Ethiopia received significant aid from international organizations and 
foreign countries including WHO, UNICEF, and USAID (Berhan 2008). During the 1960s, most 
bilateral aid was received from the United States and the World Bank and its subsidaries 
provided the majority of multilateral aid (Slikkerveer 1990). Though the international support 
was essential, it also produced difficulties for the Ethiopian Ministry of Health in terms of 
coordination of health services. It was during this time that the first medical school was 
established in Addis Ababa, in 1964, despite misgivings of these bodies, but with support of the 
Rockefeller Foundation (Berhan 2008). In 1973, the first of two publicized famine crises hit 
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Ethiopia and emergency relief became the primary focus of NGOs. This crisis also prompted the 
formation of the Christian Relief and Development Association (CDRA), which continues to 
function as a coalition of over 200 religious charity organizations (Clark 2000; CRDA 2007). 
Despite these advances, the development of health services was very slow through the 
1980s and most energy was directed towards the implementation of vertically implemented 
disease control projects, such as malaria eradication. Indeed, though two additional medical 
schools opened in 1978 and 1984 at Gondar and Jimma respectively, from 1964 until 2006 only 
3,728 Medical Doctorates were granted (Kloos 1998). The expansion of biomedicine during this 
time allowed the emergence of new forms of healing, those classified as “transitional” by 
Slikkerveer (1990), including “injectionists” who relied on access to pharmaceuticals as well as 
hybrid models of illness and disease (Getahun and Balcha 2012). 
 
Revolution and socialism 
 Beginning in the 1960s, students and young Western-trained elites called for 
development and reform, particularly focused on the disparities between Ethiopia and the West, 
as well as the inequalities between the privileged lifestyles of Haile Selassie and his court and the 
rural poor. Drawing on Marxist ideologies, the student movement called for revolution based on 
conflicting perspectives of class and ethnic liberation (Aalen 2011). “The Derg,” a Marxist 
regime11 came to power in 1974 through a military coup. The ruling committee, under Mengistu 
Haile Miriam attempted to remove internal conflicts through policies of land redistribution and 
forced resettlement. Mengistu also reconnected the state government with the Ethiopian 
																																																						
11 The Marxist political positions of The Derg have been criticized by scholars as being primarily rhetorical, but 
garnering support from other Communist governments, primarily the Soviet Union during the Cold War. While 
students, especially in Addis Ababa, were inspired by Marxist literature, the revolution was carried out through 
military coup d’etat. For further reading see Donham (1999) and Aalen (2011). 
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Orthodox Church and enlisted the church leaders’ help in a campaign against Protestant churches 
(Donham 1999). The policy of the state, “Hebretesabawinet” or “Ethiopian Socialism” had 
similarities politically to Harambee in Kenya and Ujamaa in Tanzania, and resulted in the 
nationalization of all land and the majority of banks and factories. Health care policies were 
based on those of the Soviet Union and Cuba, in which health care was regarded as a 
fundamental human right and emphasized large-scale introduction of contemporary public health 
measures and institutionalized medicine. During this time international support and funding 
came primarily from Eastern bloc countries, Cuba, and the Soviet Union. Indeed, Cuba sent 300 
medical practitioners, including 100 medical doctors to Ethiopia by 1980 (Slikkerveer 1990).  
The majority of international organizations that were in the country prior to the 
revolution were either barred or tightly controlled, except for those continuing to provide food 
aid to famine affected regions. Several of these organizations were the humanitarian wings of 
opposition parties, aligned with particular ethnic groups, including the Eritrean, Tigrayan, and 
Oromo. With the second of two famine crises in 1984 and the subsequent fall of the Derg in 
1991, the presence of international organizations increased significantly, causing some resistance 
from both the Ethiopian government and the urban elite. In the 1980s there were 65-70 NGOs 
(Clarke 2000; Rahmato 2006). 
 Mengistu’s regime embraced the Primary Health Care (PHC) Strategy as it was presented 
at Alma Ata in 1978, signing the declaration as a member state of the WHO. Several Ethiopian 
physicians were trained in other socialist countries, with an emphasis on PHC principles: 1) 
health care is virtually free and accessible to all, 2) the main emphasis is on prevention, and 3) 
public participation is vital (Zawde 1975). During this time, the 10-year Perspective Health Plan 
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(1984/85 – 1993/94) was established, representing the first national health strategy developed 
entirely by Ethiopians. The government’s health plan generally was summarized: 
… to improve and strengthen the general health services in the country and to try 
and bring all health facilities and care within the reach of all its people all the 
time, in spite of limited technical and financial resources, scattered population 
patterns, and problems of communication (Miriam and Moen 1972:117) 
 
The plan emphasized maternal and child health, immunization campaigns, and the increased 
utilization of “modern” health services (Kloos 1998). It established a tiered health care system 
that relied on health stations providing care at the level of first aid and referring to health centers 
that provided primarily preventive services but also minimal curative services. The health 
centers, staffed by health officers with public health training and nurses, referred patients to 
hospitals, that were also arranged in a tiered system ranging from rural hospitals to specialized 
medical centers in the capital (Miriam and Moen 1972). Despite policies emphasizing the 
improvement of institutionalized health care and the expansion of community services, the 
availability of health services for the rural population improved only marginally (Slikkerveer 
1990). There was some resistance to the PHC model from biomedical practitioners who 
criticized the stress on paraprofessionals as a neocolonial system that assumed Western medical 
education was not relevant to the Ethiopian context and maintained Ethiopian medical 
practitioners in a state of inferiority to Europeans (Waldeyes 1975). This resulted in some debate 
over desired objectives for the Ethiopian medical school in Addis Ababa, whose faculty was 
committed both to training doctors of “international quality” and to emphasizing a community 
service orientation that would be useful within a local context (Sterky 1973). 
Despite the apparent common goals of socialist countries and PHC and the state’s support 
of PHC strategies, published in the Ethiopian Medical Journal, there is no mention of the 
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incorporation or collaboration with traditional medicine in the documents written by these 
practitioners (Miriam and Moen 1972; Zawde 1975). In November of 1979, the Office in 
Coordination of Traditional Medicine, within the Ethiopian Ministry of Health, was established 
to pursue goals related to the encouragement, coordination, regulation, and integration of 
traditional medicine into the health system. This strategy was endorsed by the state, as well as 
the WHO and United Nations Development Program (UNDP). Unfortunately, the policies made 
several incorrect assumptions about traditional medicine in Ethiopia. First, the ministry 
conceptualized traditional medicine as limited to herbal medications and Ethiopian traditional 
medicine was assumed to be that practiced by the dominant Amhara and Tigray ethnic groups. 
This limited the scope of research significantly and ignored alternative theories of illness and 
multiple types of healers. Integration was narrowly defined as the biomedical appropriation of 
herbal medications that were found to be useful in pharmaceutical laboratories and the 
identification and limitation of harmful practices. This resulted in the coercion of healers to 
reveal details about their medications without assuring them that they would benefit if their 
medications were found to be useful, as well as their negative portrayal in the media (Bishaw 
1991).  
Certain types of traditional medicine were officially discouraged by the Ethiopian state in 
part because the religious basis for many traditional healing practices conflicted with the 
ideology of the state (Kloos 1998; Slikkerveer 1990). The efforts to curtail religious healing 
practices and emphasize the practical elements of traditional medicine further focused interest on 
herbal remedies (Getahun and Balcha 2012). Perusal of the Ethiopian Medical Journal during 
this period reveals that at least from the perspective of Ethiopian Medical Association, the major 
form of integration of traditional medicine was the investigation and identification of the types of 
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medicinal plants used by traditional healers with hope that they could be developed by the 
pharmaceutical industry (Chernishov et al. 1978; Kloos et al. 1978; Slikkerveer 1990) and the 
training of Traditional Birth Attendants in the “scientific management” of pregnancy and 
delivery (Okubagzi 1979), with some notable exceptions (eg. Abdulkadir 1985).  
Though there were initially efforts to organize traditional practitioners, the associations 
fell apart after a lack of information and guidance, as well as funding and transportation barriers. 
In June 1980, a symposium was convened of traditional and modern practitioners, but these 
meetings were deemed unsustainable after 1981. This series of policies and missteps were 
identified by traditional healers as reasons for distrust of the intentions of the Ministry of Health 
(Bishaw 1991). Furthermore, there was little promotion of community involvement in PHC 
during this period due to a number of factors including war and famine presenting severe 
economic barriers to health care system expansion or support, deeply ingrained practices and 
attitudes within the biomedical profession not commensurate with ideals of PHC, and the state’s 
persecution of traditional healers.  
 
Ethnic federalism and biomedicalization 
 In 1991, the Ethiopian People’s Revolutionary Democratic Front (EPRDF), a 
governmental coalition founded by the Tigray People’s Liberation Front (TPLF) was successful 
in taking power from the Derg, who was without international support after the demise of the 
Soviet Union. The newly established government ostensibly adhered to a system of ethnic 
federalism, enshrined in a new constitution in 1995 that allowed substantial self-determination 
for each ethnic group within Ethiopia. The system was undermined, however, by a strong 
centralized government that in practice allowed little self-government in the ethnic states and 
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made funding for all state programs dependent on allegiance to the ruling party. As an “electoral 
authoritarian regime,” the EPRDF is committed to maintaining “the appearance of democracy 
without exposing itself to the political risks that free competition would entail” (Aalen 2011:53). 
Though democratic in name, all elections since 1991 have all resulted in victory for the ruling 
party, with leaders and members of opposition parties being detained and tortured. This violence 
was most notable in the 2005 elections, which were the first in which the EPRDF was challenged 
by an opposition party, the Coalition for Unity and Democracy (CDU). After facing some upset 
from the CDU, the EPRDF engaged in widespread violence across the cities and rural areas to 
quell dissent (Aalen 2011). Elections since have been more tightly controlled, with the EPRDF 
winning control of the central government with 100% of the parliamentary seats in 2015 (Malone 
2015).   
The new central government initially spent significant effort on correcting problems that 
had accrued during Mengistu’s regime, establishing health policies with the aid of international 
organizations and expanding government health services. The 1990s, however, were fraught with 
several contradictions. Although voicing support of the private health sector, the Ethiopian 
Ministry of Health closed many of the private clinics in Addis Ababa in 1996 (Kloos et al. 1998). 
Secondly, the amount of NGOs has been increasing steadily since the 1980s and currently 
numbers over 400. Though this steady increase is significant, it remains paltry when compared to 
organization numbers in other sub-Saharan African countries, including South Africa in which 
there are 54,000 NGOs. There are notable constraints to NGO activity within the country, which 
contradicts neoliberal assumptions of state retreat over the past several decades. There are few 
NGO sites that do not also have government presence and the existing NGOs are required to 
work through state structures (Rahmato 2006). Although the federalist government has allowed 
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expansion of NGO activity since the 1990s, the Ethiopian state maintains an ambivalent 
relationship with the NGO community. In 1995, the government revoked the licenses of 47 of 
the 252 NGOs operating in Ethiopia (Kloos et al 1998). These constraints increased in February 
2009 with the passing of a federal law restricting international NGOs from engaging in human 
rights and advocacy work, including the promotion of the equality of nationalities, gender, ethnic 
groups, and religions. It also granted unlimited power to the state-run Charities and Societies 
Agency (CSA) to supervise these organizations (ICNL 2013). Finally, though the number of 
physicians increased sharply in the 1980s, the period between 1990 and 2006 experienced a 
notable decline in numbers, attributed to low numbers of graduates, high numbers of doctors 
leaving the public system to go abroad or into private and NGO employment, and population 
growth, causing increased demand (Berhan 2012).  
 
Contemporary Ethiopian Medicine  
Structure of Current Biomedical System 
The current government-run biomedical health care system of Ethiopia is a three-tiered one, in 
which primary health care is achieved through establishment of health posts in each community, 
which refer patients to a health center, which can provide prevention and treatment services, 
including antenatal and intrapartum care. The district hospitals, to which the health centers refer, 
have 30-50 beds each and a catchment population of 100,000. Zonal hospitals are expected to 
function as research centers and employ specialists in the four major medical specialties: internal 
medicine, pediatrics, surgery, and obstetrics/gynecology, along with representation in three 
minor specialties. They serve 1 – 1.5 million people. Finally, specialized hospitals, located in 
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urban areas and with specialized medical and surgical services, serve 3.5-5 million people (FDR 
of Ethiopia Ministry of Health 2012). 
 
Figure 2-1: Rural health post 
 
 Since 1995, the Ethiopian government has implemented a series of Health Sector 
Development Programmes (HSDP), each lasting five years. The goals of the programs have been 
to expand health care services around the country through infrastructure development and 
training of health care providers. Under the current HSDP IV, the Federal Ministry of Health is 
charged with organizing further research on traditional medicines and they are included as a 
possible source of efficacious treatment methods to be encouraged by regional health bureaus. 
Otherwise, however, traditional medicine is included primarily as a barrier and challenge to 
achieving desired health outcomes, particularly in the cases of HIV prevention efforts and 
maternal and child health (FDRE MoH 2012). 
Between 1987 and 2006, 73.2% of Ethiopian medical doctors left the public health sector, 
citing many factors including renumeration, administrative bureaucracy, burn out and lack of 
recognition, and lack of structure and support from academic and professional organizations 
(Berhan 2008). Significant state effort, therefore, has been invested in training more health care 
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providers at all levels, including increasing the enrollment numbers in medical schools by four-
fold and opening several new medical schools. Additionally, the expansion of training of health 
education workers, nurses, midwives, health officers, and surgical officers has provided 
significant numbers of midlevel providers to staff health posts and health centers, as well as 
hospitals.   
 
Controversies over Acceptability of Traditional Medicine and Biomedicines 
Within the literature that deals with the acceptance of traditional medical practices by biomedical 
practitioners in Ethiopia, there are disagreements about the attitudes and preferences of Ethiopian 
doctors. Several sources discuss antagonism between “traditional” and “modern” practitioners 
and negative attitudes towards integration and collaboration (Bishaw 1991; Ragunathan 2010). 
Addis et al. (2002) and Tolera (2011) conclude that most biomedical providers support 
collaboration with traditional medical practitioners and believe that the government should 
support traditional medicine. Despite this, however, 51% interviewed in a government hospital in 
Oromia feel that “modern medicine” operating on its own is preferable (Tolera 2011). 
Traditional medicine practitioners report being willing to cooperate with biomedical providers 
and support integration of medical traditions (Addis et al. 2002), but there are few current 
collaborations and substantial evidence of suspicion of the state health care system on the part of 
traditional healers (Getahun and Balcha 2012). 
 Integration of indigenous and biomedical practices are part of a much longer history of 
state-led efforts to manage the activities of traditional healers, a fact often overlooked by those 
seeking to develop this cooperation. While some efforts have aimed at cooperation, others have 
launched all-out attacks on the existence of traditional practitioners (Getahun and Balcha 2012). 
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Many traditional healers feel marginalized by both the government and biomedical practitioners, 
as state policies promoting biomedicine have eroded the standing of traditional practitioners over 
the last century. Additionally, state and international support of biomedical practitioners has 
created a substantial inequality in the power relations between the different types of practitioners, 
which damages the potential for collaboration between them (Dejene 2013). There is a dearth of 
investigation on the impacts of contemporary integration efforts on the perspectives and practices 
of traditional medical practitioners and the healers themselves reports being disappointed with 
the opportunities for organization and collaboration that promote traditional practitioners’ 
interests (Getahun and Balcha 2012). 
As noted by Slikkerveer (1990), Ethiopian medical practices are plural and the majority 
of those living in rural areas at the time of his research relied primarily on traditional medical 
services, regardless of the apparent availability of biomedical facilities. The use of traditional 
and alternative medicines remains common two decades later, even among urbanites in Addis 
Ababa (Dejene 2013). In patient interviews in Gelel’s hospitals, 18% (10/56) of patients 
volunteered that they had sought out other therapies for their current illness prior to their hospital 
admission, despite not being asked about traditional or alternative medicines specifically. Among 
these 56 patients, six reported being admitted for “qorraa” or other unexplained leg paralysis, 
five of whom were prisoners and cannot choose where to seek health care12. Among community 
members, almost all reported seeking various medical providers for different illnesses, including 
wogesha for broken bones, injuries, and midhamma, and hospital care for illnesses such as 
serious infections. Though “integration” of these services with biomedicine remains a goal for 
																																																						
12	All of the patients that specifically referred to their primarily reason for seeking medical treatment as “qorraa” 
were brought from the local prison. Prisoners were able to seek health care only from Gelel Public Hospital. It is 
hypothesized that given the opportunity these men may have sought alternative forms of treatment outside of the 
biomedical system if given the chance, however I did not pursue this path of inquiry when interviewing them.  
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policy makers, in many ways this integration and coordination is already an inherent part of both 
biomedicine and indigenous medicine, as both are co-evolving and dynamic sets of processes.  
 
Traditional and Alternative Medicine in Biomedical Practices 
Though biomedically-trained providers adhere to biological explanations for disease and illness 
and rely on manufactured medications and technoscientific equipment, they do not do this to the 
exclusion of non-biomedical beliefs and practices. In his research with physicians in Addis 
Ababa, Dejene (2013) noted that many engaged in magico-religious practices including prayer 
before surgeries, the wearing of necklaces of religious significance, and the incorporation of 
family members and others into care-giving. Additionally, several recommended therapies such 
as holy water to patients, particularly those with HIV/AIDS. Tolera et al. (2011) found that 
among physicians working in a public hospital in Oromia, 67% of them had been to a traditional 
medical practitioner at least once in their lifetime and 43% recommend traditional therapies to 
patients. 
 Among the biomedical practitioners in Gelel’s hospitals interviewed during this study, 
the majority were ambivalent about traditional therapies though almost all believed that a 
patient’s spirituality and connection with God was important for healing. Reflecting this 
ambivalence, one young surgeon explained,  
I try my best on the side of the [bio]medical treatment, but when it goes on failing 
and if I feel the patient has nothing to benefit after all from the [bio]medical side, 
I do recommend that [magico-religious healing]… and sometimes it works… 
What I’m against, about these local healers – these herbal medications – some of 
them are very dangerous drugs, which you don’t know what they are or what they 
do for you. They do have also wonderful drugs, I know. (Dr. Tekle) 
 
Physicians in these two hospitals discussed patients use of wogeshas [bone setters], traditional 
herbalists, and spiritual healers at length and though some dismissed them as “totally 
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unrecommended” (Dr. Dawit) and the cause “of a lot of disasters” (Dr. Tesfaye), the majority 
identified both positive and negative outcomes of the therapies. Only one physician denied 
having any knowledge of traditional or alternative therapies. Indeed, one of the remarkable 
curative therapies mentioned not only by a physician, but also the head administrator of Gelel 
Christian Hospital, was the ability of local traditional healers to cure rabies, a feat not 
accomplished by biomedicine. Many patients come to Gelel’s hospital for rabies prophylaxis 
after possible exposure and rabies continues to cause many deaths throughout the country every 
year. “What my textbooks say is that once symptoms appear, no cure. I am amazed by this [cure 
in traditional medicine]. It is amazing and modern medicine should go and communicate with 
them [the traditional healers] and they should be changed to [adopted by] modern medicine” (Dr. 
Teka). According to Addis et al. (2002), 24% of traditional medical providers surveyed provide 
treatment for rabies. The use of herbal remedies for rabies, however, has also been blamed for 
delay in receiving the post-exposure prophylaxis and may contribute to a significant 
underreporting of cases (Kabeta et al. 2014). Gelel’s physicians also discussed frequent use of 
traditional medicine among patients for broken bones and injuries, liver disease, childbirth, and 
mental illnesses, such as schizophrenia.  
 There were several instances where hospital physicians lamented the community’s use of 
traditional medicines, especially in the case of wogesha setting broken bones for children, which 
occasionally resulted in amputation of the child’s limb after it was bound too tightly. One 
surgeon declared angrily, “Its affecting the real medical practice around here. And they refer the 
patients to you in any way when the things have gotten worse” (Dr. Tesfaye). In the several cases 
observed at Gelel Public Hospital, physicians’ frustrations with the child’s poor outcome caused 
parents great distress and they often sought opinions at several other biomedical facilities before 
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agreeing to amputation. None of the hospitals’ physicians were surprised that the traditional 
medical practices continued, citing the limitations of access to biomedical therapies for the 
majority of the population because of the difficulties associated with transportation to and cost of 
biomedical facilities, in addition to deeply-ingrained trust of the community-based healers.  
 Not only Ethiopian physicians, but also American surgeons in Ethiopia were observed 
incorporating traditional and alternative medical practices into their treatments. The 
anesthesiologists of one surgical team applied acupuncture needles to the wrists of all of the 
patients pre-operatively to reduce post-operative pain. The use of acupuncture among Ethiopian 
healers is also noted in Addis Ababa, who import equipment from North America and South 
Korea for their practices (Dejene 2013). Additionally, Ethiopian and American biomedical 
practitioners alike incorporated the use of prayer with patients, often prior to beginning a surgical 
procedure, advocating holistic treatments. “If you are well with your spiritual being,” one 
Ethiopian physician explained, “you may overcome the physical problem” (Dr. Yohannes).   
 
Biomedicine within Traditional Medical Practices 
Traditional healers have also evolved their practices with the increasing presence and availability 
of biomedical therapeutics and facilities, incorporating biomedical ideas and methods (Bishaw 
1991). One study found that 3.8% of traditional medicine practitioners provide modern 
pharmaceuticals along with herbal preparations (Addis et al. 2002) and many engage in antibiotic 
use to prevent infections (Dejene 2013). 
Many traditional medical practitioners refer patients to biomedical facilities when 
necessary and use biomedical equipment in traditional healing spaces. Though these practitioners 
are unable to acquire laboratory tests and results themselves due to legal restrictions, lack of 
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technical knowledge, and financial barriers, they often use laboratory results that patients bring 
from biomedical facilities as diagnostic information. This is particularly true in the case of 
patients for whom biomedical practitioners do not have adequate medications or who have been 
failed by biomedical treatments for chronic illnesses (Dejene 2013).   
Increasing reliance and availability on manufactured pharmaceuticals has allowed the 
transitional healers or “injectionists” increasing access to antibiotics and other medications for 
their practices (Bishaw 1991; Slikkerveer 1990). Pharmaceuticals in the form of pills and 
capsules are also for sale by vendors of all types on streets and in markets, often alongside other 
medical remedies. Traditional healers in Addis Ababa have also begun to rely on imported 
technologies such as imported minerals for medications, mechanical grinders, and electric beds 
and chair massagers (Dejene 2013). 
 
Conclusion 
The uneven relationships and contradictory pathways that characterizes medicine in Ethiopia is 
the result of a biomedical history shaped by political-economic, religious, cultural, and social 
factors at local, national, and transnational levels. Ethiopian state policies have attempted to 
promote biomedicine and have been variably supportive, at least rhetorically, of the cooperation 
between “modern” and “traditional” medical practicitioners to provide access to therapies for the 
Ethiopian population. Conflicting attitudes, however, about the dangers or usefulness of 
traditional therapies along with assumptions that fail to take into account the complex and 
heterogeneous nature of traditional medicines in different regions have resulted in the 
marginalization and disenfranchisement of indigenous practitioners. Patients, especially those in 
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rural areas, without access to well-staffed and well-resourced biomedical facilities have 
continued to rely on traditional healers for a wide range of physical and mental illnesses.  
To understand biomedicine in this particular moment in Gelel requires careful evaluation 
of the social and historical contexts of its development. Importantly, the complexities of 
biomedical practices in these two hospitals and the incorporation of traditional and alternative 
therapies is not unique to Gelel, but represents the contested processes of biomedicalization. The 
following chapters will seek to situate these processes within the sociopolitical contexts of Gelel 
specifically to explore the incomplete and variegated development of biomedical institutions and 
practices within these spaces.  
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CHAPTER 3  
Health is Relative: Variegated Biomedicalization in Ethiopia 
“Health is relative, you know, especially on our continent. Health is relative; 
relative to one another. A person that can walk, that has not any complaint of 
illness, that is defined as health in our country. But according to WHO it is 
different, so I don’t believe [agree] with the WHO… [because] it is that which is 
never achieved… [health] is an absolute thing, but nobody can achieve that.” 
(Dawit, Ethiopian MD) 
 
The goal of this chapter is to argue that while it consists of transnational sets of processes, 
biomedicalization is variegated and incomplete. Following Brenner, Peck, and Tickell (2010) the 
term “variegation” attempts to capture the unevenness and contingent nature of 
biomedicalization; it functions as a “syndrome” that is reproduced across differentiated 
geoinstitutional places and scales. Understanding the variegated nature of biomedicalization 
allows us to investigate it at a scale between the global or universal and the particularly local, 
instead seeking to identify the patterns and relations that produce and are produced by it within 
deeply connected and unique transnational spaces.  
 Like neoliberalism, biomedicalization functions as an “imaginaire” (Appardurai 1990), a 
“religion” (Peck and Tickell 2002), or a “strong discourse” (Bourdieu 1998), in all of these 
senses serving as a macro-institutional framework that provokes changes that have patterned and 
patterning features tending towards specific regulatory institutions and parameters (Brenner et al 
2010). At the same time, the processes of biomedicalization are deeply entangled within 
specifically-located contexts and are contested and conflicted. To understand it in this way 
allows the assumptions of a macrospatial landscape of biomedicalization, while still asserting the 
existence of multiple biomedicines and their locally-contingent manifestations. This serves to 
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situate this analysis outside of the binary between universalism and local heterogeneity and 
instead emphasizes its incomplete, uneven, and multi-faceted character.  
 Biomedicalization consists of a set of processes that have uneven development at their 
core. This acknowledgment serves to force a reconsideration of the “stages of medicine” and 
their historical ascendency, the temporal and spatial discontinuties of the stratifications within 
biomedicalization, and the limits, contradictions, and aporias inherent in the processes. This 
project aims to explore the promotion of, shifts to, and implications of biomedicalization in 
transnational contexts and emphasizes the incongruencies between the imagined and potential 
responses to contemporary biomedicines and their politics. As discussed by Brenner et al (2010) 
in terms of neoliberalism, though rife with contradictions and failures, alternatives to 
biomedicalization are just as variegated and uneven or serve to reproduce the very institutions 
and conditions that propagated the failure.  
 This chapter will define variegated biomedicalization through an analysis of its conflicts 
and contradictions within Gelel, Ethiopia. I will present the actors and institutions that promote 
biomedicalization and emphasize the conflicted relationships that emerge between them. 
Secondly, I will address the macro-regulatory parameters imposed by these actors and 
institutions with particular focus on the ways in which the rules are in contradiction to one 
another within this setting. Finally, I will discuss the structural factors that produce the 
unevenness and instability of biomedicine within this community. The remainder of the 
dissertation will investigate the implications of variegated biomedicalization for the physicians 
and patients of the two hospitals in Gelel and explore the social forms that are produced within 
this setting. I argue broadly that the macro-institutional frameworks it produces work to intensify 
and even exploit constitutive spatio-temporal disjunctures.  
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Biomedicine within these specific rural Ethiopian hospitals represents a borderland 
between universalized imaginaries and unique clinical realities that are reflective of alternative 
spatialities and temporalities. As discussed in the introduction, this project seeks to resituate 
biomedicalization as a set of transnational processes through “moving sideways” (Bell and Figert 
2015) and integrating postcolonial theories of multiple modernities and literatures of global and 
transnational sociologies considering mobilities, borders, and uneven articulations of 
neoliberalisms and biotechnologies. Biomedicine in this space is best understood by utilizing the 
concept of variegated biomedicalization, which embodies a number of paradoxes that are made 
very apparent through its investigation within postcolonial spaces and aids in conceptualizing the 
presence of multiple, co-constitutive biomedicines within the same place. Importantly, a colonial 
paradox requiring bodies to be simultaneously same and “other” is re-embedded through the 
disconnections and inequalities inherent in “globalized biomedicine.”  
Certainly, Ethiopian biomedicine and its governance have undergone significant changes 
since the 1990s, with the advent of several health plans, new institutions, roles and practitioners, 
and relationships at all levels. This represents a process of biomedicalization that is parallel to, 
but distinct from the biomedicalization described in a U.S. context (Clarke et al 2003). Within 
the global biomedical imaginary, Ethiopian biomedicine is understood to be distinct from U.S. 
biomedicine in its universality and quality, allowing U.S. medical practitioners and their 
technologies, even non-Western therapies such as acupuncture and prayer, to move, but not those 
of Ethiopian practitioners. Patients in this setting are universalized bodies disciplined by goals 
and policies of international organizations, but they are not integrated into institutions as citizens. 
Physicians in Ethiopia are trained through standardized curricula and adhere to biomedical 
standards of practice and ethics that are globalized through international criteria and 
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dissemination of “evidence based medicine.” However, their biomedical credentials do not 
afford them transnational citizenship and its attendant mobility, nor do they find themselves on 
equal standing with their American counterparts. 
 Retheorizing biomedicalization by focusing on these paradoxes allows the decentering of 
hegemonic narratives that assume biomedicine is necessarily an American technoscientific good 
that moves from “center” to “periphery” through an outdated diffusion model of development. 
Instead, it highlights the emergence of multiple, co-productive biomedical modernities. Indeed, 
interrogating the multiple biomedicines and processes of biomedicalization reveals the ruptures 
and incongruencies in the discourses and assumptions of a paradigm of a universal biomedicine, 
revealing the discursive work necessary to maintain the illogics of universalisms and the 
epistemic violence that occurs in the silencing of alternative modernities. This is made 
particularly evident in a setting such as this in which there are plural modalities of biomedicine 
in circulation at all times. Hence we must consider what moves and in what capacities and the 
ways in which trends in biomedicine are communicated and translated. Biomedical expansion is 
intricately linked to neoliberal expansion, mutually reinforcing one another and within 
transnational spaces, constructing a variegated biomedicalization. These technologies act in 
concert to create new forms of exclusion, citizenship, and subjectivities that have global 
implications, as I highlight here (Decoteau 2013b; Keshavjee 2014).  
This chapter is responding to a need to more fully understand biomedical practices 
outside of the global North, as called for by Clarke (2010) and others (Bell and Figert 2015), and 
to analyze the construction and impact of transnational networks on biomedical imaginaries and 
practices. Biomedicalization within this space produces several social forms that both reflect and 
trouble the processes identified by Clarke et al (2010): 1) political regimes beyond biopolitics 2) 
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manifestations of biocapitalism which reflect the informality and disconnections apparent in 
other political economic forms, 3) contested and interrupted networks of information and 
resources 4) innovative and fraught technoscience and infrastructure, and 5) collective and 
individual identities embodying the instability described above. All of these five social forms are 
contradictory and incomplete projects. The variegated nature of biomedicalization is starkly 
revealed within these sociopolitical contexts and troubles assumptions made within a hegemonic 
biomedical imaginary situated in U.S. academic medical centers and Silicon Valley. An analysis 
of biomedicalization in this specific place will demonstrate the inherent contradictions within 
these processes and will demonstrate the necessity of incorporating the soteriological dimensions 
of medicine into any such analysis.  
 
Conflicted promotion of biomedicalization  
Within Ethiopia generally, many health care goals have been established in order to meet the 
eight Millennium Development Goals (MDGs) set by the World Health Organization (WHO). 
These efforts are primarily the result of government expansion of health care and other 
services13. The Ethiopian state’s pursuit of the MDGs began formally in 2003 in combination 
with the country’s first established Poverty Reduction Strategy Paper (PRSP). Within Gelel’s 
hospitals, the presence of the WHO is primarily felt through the implementation of state 
programs to meet the MDGs, such as the promotion of free institutional deliveries and antenatal 
care for all women and provision of free HIV/AIDS testing and antiretroviral therapy. In addition 
to the WHO, Ethiopian Ministry of Health Development Partners are identified as the following: 
																																																						
13 The MDGs are a framework that resulted from the Millennium Summit held in New York in 2000 that aim to 
reduce poverty and improve the lives of people within the UN Member States that signed the Millenium 
Declaration. The eight goals centered on health, education, and human and environmental rights include measurable 
targets to be reached by 2015.  
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African Development Bank, UNAIDS, UNFPA, UNICEF, World Bank, DFID, Ireland, Sweden, 
The Netherlands, Italy, and USAID (Federal Democratic Republic of Ethiopia Ministry of Health 
2008).  
Ethiopia is currently under its fourth Health Sector Development Programme (HSDP), 
which began in the 2010-11 year (EFY 2003) and ended in the 2014-15 year (EFY 2007). The 
program will extend and improve health care delivery, develop and implement policies and a 
regulatory framework based on “evidence,” and increase health service infrastructure and 
resources. “The expected outcome will be increased citizens’ confidence in the health system and 
proactive seeking of prevention and treatment services from health facilities. People have to 
believe and develop confidence that they will be able to receive the best medical care when 
needed… ultimately reaching a better health status” (Federal Democratic Republic of Ethiopia 
Ministry of Health 2010:7). 
The state health care expansion is regarded as primarily political from the perspectives of 
physicians and community members, many of whom believe the Ethiopian state is building 
hospitals to present the façade of a commitment to improving healthcare, while simultaneously 
failing to adequately staff or fund these hospitals and clinics. “They are feeding people’s brains,” 
explained one surgeon (Gamachis; Fieldnotes August 25, 2013).  
We talked about the hospital and Dr. Bedassa said that it was poorly designed 
because it was not built for the community, but rather for political reasons. The 
politicians, he said, just wanted to be able to point to something and say that they 
were helping the community, but there was not anything behind it. “They need 
votes. It’s a pretty picture. They built the hospital, but they did not think about the 
needs of the patients.” Similar hospitals to this one, built around the same time, he 
explained, were empty. He mentioned Gedo hospital and said that there were no 
specialists there, only GPs, and that patients did not go to the hospital. You can 
drive by there any time, he said, and there are no patients. The only reason that 
this [Gelel] hospital was running was because of himself and Tesfaye, the two 
specialists. That’s why they had patients and why it was organized as well as it 
was. (Fieldnotes October 7, 2013) 
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Sarah said that all the nursing schools had been closed because they [the 
Ethiopian state] had flooded the market with nurses. So they had shut down all of 
the nursing schools, which she said they would surely regret in a few years. Now, 
she said, they realized that the MDGs were somehow tied to midwives. She said 
that they don’t know anything about what midwives do or about maternal health 
care, but they know that there are dollars attached, so they are scrambling to 
produce more midwives. I said it seemed shortsighted. She said it didn’t matter to 
them; they were just chasing development dollars. (Fieldnotes August 18, 2013) 
 
In order to meet goals of health service expansion, the Ethiopian Ministry of Health established 
numerous new medical schools and health professional training programs. In particular, health 
officer and surgical officer programs seek to train mid-level providers to act as primary care 
professionals and to provide emergency surgeries respectively. Some, primarily physicians, 
complained that these providers were not well trained but were being asked to staff otherwise 
understaffed hospitals and function beyond their capacity. 
 Gelel boasts a number of international and local non-governmental organizations (NGOs) 
involved in the health sector. The activities of these NGOs, along with those of the state, actively 
promote biomedicalization within the community. The following table includes a partial list of 
those that were active and associated in some way with the two Gelel hospitals during my 
fieldwork, but it is noted that many other NGOs are active in the region and impact health care 
directly or indirectly in the community. 
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Organization Affiliation Major Activities 
ICAP Columbia University, United States HIV prevention and treatment; Malaria diagnosis 
and care 
Maternity 
Worldwide 
Independent NGO, Denmark Improving maternal health through midwifery 
training, mobile health program, subsidies for 
obstetricians at Gelel area hospitals 
Centro Independent NGO, Italy Support for Gelel Public Hospital construction 
and thyroid project; Gelel orphanage support 
Catholic Mission Faith-based mission Various activities in support of health and 
education for children and women in particular 
Here4Them Faith-based NGO, United States Support of short-term medical volunteer projects 
and education for homeless children; Support for 
Gelel Hospitals 
East African 
Medical Relief 
Foundation 
Independent NGO, United States Training for medical staff in and around Gelel; 
Provision of medical equipment for public 
hospitals in the region; Support of short-term 
medical volunteer projects 
UNICEF United Nations Polio eradication; Childhood immunization 
campaigns 
Family Guidance 
Association of 
Ethiopia 
Charitable Society; Ethiopian 
Ministry of Health and International 
Planned Parenthood Federation 
Provision of family planning services; HIV and 
STI management; Gynecologic services; Youth 
development 
Table 3-1: NGOs in Gelel, Ethiopia 
 
A number of new technologies were initiated through the state and through NGOs. One 
of the international NGOs piloted a mobile health (mHealth) program that used smartphone 
applications to give health care workers access to maternal health resources and emergency care 
algorithms. The Ethiopian state, likewise, has piloted mHealth, tele-education and telemedicine 
technologies in various regions, including Oromiya. State-driven health sector development has 
incorporated significant efforts to establish health information technology solutions that 
“promote evidence-based decision making at lower cost by introducing health-related 
technologies and practices” (FDR of Ethiopia MoH 2011: 74). 
These various efforts and initiatives, however, were fraught with contradictions. For 
example, the global campaign to eradicate polio, driven by international donor organizations, 
involves any suspected polio case being evaluated through lab samples sent to Addis Ababa. 
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Other labs that might help in a diagnosis other than polio are not sent and medications to treat 
any of the other conditions on the differential diagnosis are not available. In numerous cases 
observed at Gelel Christian Hospital, a young child with paralysis and not likely polio had labs 
drawn and sent to Addis, not to get a diagnosis, but only to rule out poliomyelitis. The 
presumptive diagnosis was Guillain-Barre Syndrome14, the treatment of which is intravenous 
immunoglobulin (IVIG), unavailable at the hospital and definitely not sent from Addis back 
along the same network through which the blood sample was sent out.  
One NGO spent significant time and resources in 2013-14 attempting to establish a 
microbiology laboratory in Gelel, affiliated with the Gelel Christian Hospital. This laboratory 
was supposed to be able to carry out susceptibility and resistance testing for various antibiotic 
therapies for bacterial infections. The NGO representative relayed that they were responding to 
requests from the laboratory personnel, as well as hoping to establish an additional funding 
stream for the hospital. While physicians often decried insufficient laboratory resources, 
assessment of susceptibility of infectious agents to antibiotics was never one that was mentioned. 
Indeed, the inability to measure electrolytes and the questionable accuracy of diagnostic test 
results were the usual targets of frustration at both hospitals in Gelel. The technoscientific 
innovations and investments, driven by both the state and non-state institutions, resembled an 
uneven patchwork, surprisingly disconnected from community-defined needs, but serving as 
occasional beacons bolstering commitment to the political economy of hope. These 
technoscientific innovations and infrastructure developments frequently created friction between 
the varying organizations and often did not improve health care services. 
																																																						
14 Guillain-Barre Syndrome is an autoimmune disorder in which the nervous system is compromised causing 
weakness and tingling in the extremities and eventually resulting in paralysis. There is no cure, but hospital-based 
therapies such as IVIG can mitigate the illness. 
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The various actors and institutions are engaged in conflicted relationships and contested 
spaces. The Ethiopian government’s relationship with non-governmental organizations is 
fraught, particularly after the passage of the Proclamation to Provide for the Registration and 
Regulation of Charities and Societies (CSP) in February 2009. This law restricts international 
NGOs in particular, defined as those receiving more than 10% of their funding from foreign 
sources, from engaging in any human rights and advocacy activities. Furthermore, the law grants 
the Ethiopian Charities and Societies Agency almost unlimited authority over registered 
organizations (ICNL 2013). This law has had a significant impact on the numbers of NGOs 
operating within Ethiopia and on their areas of intervention and activities. This state control of 
health care and the non-state actors operating within Ethiopia contradicts a central assumption of 
biomedicalization theory, that of the rise of the Biomedical TechnoService Complex Inc, which 
“emphasizes the corporatized and privatized (rather than state-funded) research, products, and 
services…” (Clarke et al 2003:167). Indeed the Ethiopian case represents an extension of and 
reinvestment in state-run health care services with the centralization of control of private and 
non-governmental sectors. At the same time, multinational interests, including international 
organizations and bilateral donors, significantly impact the Ethiopian state’s priorities and 
funding. This can hardly be explained, however, merely through a corporatization and 
destatization model. 
 
Unstable Institutions  
 The various actors and institutions described above seek to promote biomedicalization 
and operate along many of the assumptions and guidelines that are advanced through discourses 
of a universal biomedicine with globally relevant best practices. However, in this biomedical 
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place, the infrastructures responsible for producing and managing knowledge and governing 
bodies and populations are tenuous. As argued by Street (2014), a hospital in this setting is “a 
place of deep ontological uncertainty and instability” (Pp. 13). Indeed though the processes of 
biomedicalization take place here, the hospital is not a homogenous epistemic space and the 
assumptions of biomedicalization theory are contested as different biomedicines exist within this 
single place. The contested nature of biomedicine is evident in gaps between the established 
standards, rules, and parameters and the sociomaterial dimensions of clinical realities produced 
through ad hoc, improvised, and tenuous practices (Livingston 2012; Street 2014; Wendlund 
2010). The friction between the expected and the realized is productive of networks of biocapital, 
politics, identities, and technologies beyond those constructed through the theorization of 
biomedical processes within U.S. popular imaginations (Clarke et al 2010).  
 
Biopolitical economy of medicine and health 
Biocapital in this setting promotes particular forms of exchange and moves through precarious 
networks. As emphasized by Ferguson (2006), “the ‘global’ does not ‘flow,’… it hops instead, 
efficiently connecting the enclaved points in the network while excluding (with equal efficiency) 
the spaces that lie between the points” (Pp. 47). The transnational organization of funding and 
resources moves through a disordered and uneven landscape that excludes as readily as it 
connects, contributing to a variegated biomedicalization and its attendant products. There are 
both formal and informal networks of funding for various health care services and resources. The 
formal channels, however, are determined primarily by state relationships with international and 
bilateral donors. Many of the resources vital to the bioeconomy of Gelel move across treacherous 
roads in the backs of hospital Land Rovers, having been flown in by volunteers using flexible 
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citizenship rights and sometimes questionable moral judgments to bypass customs. These same 
roads and Land Rovers carry patients to private hospitals to receive biomedical services 
unavailable in Gelel and funded through cobbled together donations from community members, 
NGO contacts, and hard-won negotiations. Funds are wired through international banks to pay 
for charitable surgeries and keep hospital payroll on time based on narratives of care, even while 
a patient who cannot pay for hospital services post-operatively finds himself begging outside the 
hospital’s doors with a catheter still inserted and prominently displayed, ostensibly to elicit more 
donations. The uncertainty of hospital resources, equipment, and funding results in the two 
community hospitals and private clinics sending each other patients that they cannot treat due to 
broken equipment, usually in the case of the public hospital, or the patient’s inability to afford 
care, in the case of the private one. Suture, pharmaceuticals, and personnel move between 
hospitals as well and community members are acutely aware of the reputation of surgeons and 
physicians at the two and those with the financial resources to choose their institution carefully 
weigh the current options at both. 
A tension exists between the fee-for-service health care model currently being employed 
and the desire of the state to eliminate barriers to health care access through a state-run health 
care system. Through a series of 5-year Health Sector Development Plans starting with the new 
regime in 1991, the infrastructure, health professional training, and public health services have 
been greatly expanded. The Ministry of Health encourages the establishment of private wards 
and includes private rooms in its hospital designs for the purpose of generating revenue for the 
hospital.  
 The financing of the health system depends in large part on donations and grants from 
various sources. 26% of development assistance is allocated to the health sector specifically and 
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additional aid is characterized as “humanitarian aid” (12%) and “multi-sector” (9%) 
(Development Assistance Group 2015).  
 
Top Bilateral Partners  (in USD m) Top Multilateral Partners 
includes core resources only 
 (in USD m) 
  
1. United States 610.3 1. World Bank (IDA) 847.6 
2. United Kingdom 466.3 2. African Development Bank (AfDF) 222.0 
3. European Union 170.8 3. The Global Fund 182.7 
4. Japan 146.6 4. GAVI 101.0 
5. Canada 128.9 5. UN Funds and Programmes 80.1 
Table 3-2:  Development Assistance Group ETHIOPIA 2015 
 
While the government requires this funding in order to provide basic health services, it seems 
unwilling to diminish its authority and presence within the health care sector, requiring external 
monies to be incorporated into its “One Plan, One Budget, One Report” initiative and tightly 
monitoring NGO activities. This effort responds to the fragmented nature of non-state 
interventions and projects and is developed to alleviate negative impacts on the Ethiopian 
infrastructure when donors establish separate channels (FDRE MoH 2010). There is rarely a 
place in which there is NGO intervention without a parallel or integrated Ethiopian state 
intervention also taking place (Clark 2000).  
Care-giving and the relational basis for both medicine and charity is greatly undermined 
by neoliberal sensibilities in medical and humanitarian work, making it focused on 
standardization and sustainability to the exclusion of emotional and physical connections with 
the recipients. The Ethiopian hospitals are embroiled in this tension in that they are engaged in 
providing medical services for a very high-need population, but are also committed to keeping 
their doors open. They are unable to charge the patients high enough fees to sustain themselves 
financially without relying on significant external support and they struggle to provide charity 
	 104 
care in order to meet the expectations of the community and physicians, who argue that they are 
morally obligated to do so.  
In the case of Gelel Christian Hospital, patients maintain that it is part of the hospital’s 
mission as a private religious institution to provide affordable, if not free, care for the 
community. The increasing costs of medical care at the hospital, noted by several patients in the 
year prior to this study, were seen as reflecting a lack of care and compassion for the community. 
One patient expressed “the cost is like giving blood” and another said angrily that “This is an 
organization that gets support from foreigners and people [in the community] do not have 
enough money. Why shouldn’t they help people instead of throwing them outside. Without good 
income, should I die without health care?!” Indeed this latter patient implied that the hospital had 
raised the costs of services precisely so that low income patients would not come for services and 
instead go to the public hospital, raising the profile of the private hospital as more exclusive.  
At Gelel Public Hospital, the community members expected that a state-run hospital 
would provide for the community and many expressed frustration at the bureaucracy involved to 
receive charity care. In order to receive subsidized services patients were required to obtain a 
letter from their kebele office that stated that they were poor enough to qualify for these 
subsidies. For some who had traveled far to come to the hospital or did not have family members 
that could act on their behalf, this was a legitimate hardship. In many of these cases, senior 
physicians at the hospital waved specific fees to make the hospital stay more affordable for 
patients. 
“Global health” emphases on sustainability and independence forces NGOs to limit direct 
charity and they are subject to some of the same tensions as the two hospitals. This directly 
impacts the ability for patients to obtain necessary, often emergency, care, in exchange for 
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projects that uphold ideals of sustainability and cost-effectiveness. This was a particularly 
difficult situation for one NGO, who had previously provided vouchers for women to receive 
free maternal health care at the private hospital. With the advent of the federal program 
supporting free antenatal and delivery care at government health institutions and the 
organization’s mandate to engage in more sustainable development interventions, they 
abandoned the voucher project in favor of education and training missions. 
The midwives were worried that a particular patient might need a cesarean section 
or otherwise get into trouble [during delivery], but there was no obstetrician [at 
Gelel Public Hospital at the time]. Dr. Tefere asked me if Gelel Christian Hospital 
was charging for deliveries and I responded that they were but that I would call 
and ask. I called the hospital and the nurse anesthetist confirmed that they charged 
ETB 2000 (USD 90) for a cesarean section. Tefere asked about the Maternity 
Worldwide vouchers and I explained that they didn’t give them out any more. 
One of the NGO staff members explained that the woman had to be from one of 
the four health centers in their project study area and had to receive a voucher 
there before going to the hospital. Upon hearing this Tefere exclaimed, “They are 
just joking. Not helping.” He then said that the 4 districts that they served have 
low patient flow – “they are not helping!” He was obviously very angry about the 
new policy. Later he mentioned that if deliveries were to be free country-wide 
they should also be free at GAH. (Fieldnotes October 29, 2013)  
 
The physicians and staff at both hospitals resented these changes, accusing the NGOs of 
abandoning the community. The tensions at these various levels produce the patients as 
commodities within this conflicted and only partially neoliberalized biomedical space. They are 
forced to seek care offered within these spaces and are thus used by the hospitals, NGOs, and 
physicians within the economic and moral transactions taking place. The physicians’ actions are 
likewise shaped by these tensions, encouraging an engagement in a politics of life in which 
patients and physicians position themselves in particular ways.  
The tensions between a humanitarian ethic and the neoliberal logics inherent in 
biomedicalization structured not only specific cases, but also the relationships between the two 
hospitals and between the hospital and the broader community. Gelel Christian Hospital was 
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administered for thirteen years by a faith-based American NGO, Global Medical Assistance 
(GMA), whose mission it was to create a sustainable institution through the establishment of 
good management and coordination and technical assistance. GMA embodied the evangelistic 
moral discourses of “global health” seeking to foreground good management and sustainability 
through biopolitics and auditing in combination with the goals of saving lives and souls through 
missionary sacrifice and delivery from bodily suffering. They took over management of the 
hospital in 1999 after the mission hospital had been struggling financially for most of the 
previous decade. In 2012, a combination of factors resulted in GMA pulling out of the hospital, 
leaving its administration to the Ethiopian branch of the church. While GMA was running the 
hospital, they provided administrative support in the form of missionaries who dedicated six 
months to several years to serving on the administrative team. Though they did not explicitly 
support the hospital financially, the presence of an American administration facilitated 
communication with American donors and volunteers, providing charity care through a series of 
funds, including a Children’s Fund and Emergency Fund and frequent visits from medical 
volunteers bring resources and equipment. Despite this, the hospital still struggled financially, 
receiving criticism, especially from the Ethiopian church branch, regarding mismanagement of 
funds and lack of transparency. Ethiopian staff complained that they had little recourse with the 
American administration, because the headquarters were in the United States and the 
administration was not accountable to the Ethiopian church or community.   
The Ethiopian church board assumed that the hospital could be profitable and that they 
were losing an opportunity for financial support and prestige by allowing the Americans to run 
the hospital. The new Ethiopian administration was placed in a position of making the hospital 
financially sustainable, but not losing sight of the church’s stated mission of providing care to the 
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community, most of which could not afford to pay the fees required to keep the hospital running. 
By the time I arrived in 201315, many in the community called the church-affiliated hospital a 
“private hospital” and not a “mission hospital”, reasoning that the hospital’s inability or 
unwillingness to provide charitable care to the community constituted a radical departure from 
the foundation of a mission hospital and as such called for the redefinition of the hospital as a 
private institution. The hospital and its administration were widely criticized for abandoning the 
fundamental moral endeavor of a mission hospital to provide patient-centered charitable health 
care for community members. 
Gelel Christian Hospital cannot charge people enough money to really improve 
the conditions without losing sight of its mission; it would be serving only the 
most wealthy this way. Before, with GMA, it was better because there was more 
money and resources coming in. Its crazy, Lynette said, places of such advanced 
medical technology existing side-by-side with those who have none. (Fieldnotes 
August 25, 2013). 
 
Physicians and community members alike noted this presence of a stratified 
biomedicalization in Ethiopia, representing its dual tendencies as noted by Clarke et al (2003) to 
expand the jurisdiction of biomedicine, while simultaneously engaged in exclusionary discipline 
through which barriers to access are established for particular groups and individuals. As a 
defining characteristic of biomedicalization, stratification causes the complete exclusion of some, 
partial and uneven inclusion of others, and excessive biomedical interventions into lives of still 
others. The increasingly complex production of inequalities within biomedicine functions in 
concert with the entrenchment of social inequities through the processes of biomedicalization. In 
Gelel this represents a sort of nested stratification, wherein the disconnections of transnational 
biocapital render biomedical institutions unstable and actors reliant on improvisation, while at 
																																																						
15 My preliminary fieldwork was carried in out 2009, during which time GMA still administered the hospital. The 
friction between American missionaries and volunteers and the Ethiopian staff was notable, as was the segregation 
of the hospital campus in terms of housing and social events. 
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the same time the locally-specific processes of biomedicalization serve to further stratify the 
community in complex and often unexpected ways, particularly in the case of short-term 
volunteer projects or donations of high-tech equipment. Thus the variegated nature of 
biomedicalization in Gelel is evident in socioeconomic and material ways and reproduces the 
unpredictable and jarring conditions in which it is produced.  
Dr. Debele described how GCH had a management problem. He talked about a 
pregnant patient who had come to GCH and was fully dilated, ‘in the second 
stage.’ Debele asked her if she had any money and the patient said no, so he had 
to send her to the government hospital. ‘It was night! How shameful if she had 
left this hospital to go to the government hospital and had delivered her baby in 
the street!’ He said this several times. He went to talk to ‘them,’ the 
administration. He hopes that it will be better now. (Fieldnotes September 3, 
2013) 
 
Dr, Tesfaye expressed frustration when administration or finance people talked to 
him about money or how much things cost. “Don’t talk to me about money. Get 
your money the next day!” He explained that there was not that freedom in the 
Christian hospital. “I know that is why I don’t want to work there.” He had been 
at GCH previously for a few months as a contract GP [general practitioner]. “I 
told them, ‘don’t interfere with my patients.’” He told a story of an older man 
with a diabetic foot that was gangrenous. He had been at GCH, but couldn’t 
afford it, so they kicked him out. He came to the government hospital, where 
Tesfaye amputated his leg and let him stay for free. He lived far out in the village 
and Tesfaye told him to think of what he could do around here. The man came up 
with shoemaking, so Tesfaye bought him shoe polish and supplies for very little 
money and he set up shop on the government hospital campus. He told the guards 
not to bother him. Tesfaye told the man to set up an account at the bank in town 
and to spend his money wisely. The man took his advice and now Tesfaye said he 
has over 30000 birr in his bank account! Tesfaye was obviously just as happy 
about this as he was about the man’s good surgical outcome. “It makes me happy 
to send someone home free. Finance people shouldn’t know more than me about 
patients. Medicine is not about money. Its like you said about 33 millions people 
without health care and someone talks about money! [shaking his head]” 
(Fieldnotes October 10, 2013). 
 
The economic relationships between medical mission teams and the hospital settings in 
which they work are structured primarily within symbolic capital exchange. Teams invest 
substantial resources, both monetary and equipment, in exchange for the opportunity to engage 
in the mission work. Administrators, physicians, and hospital staff benefit financially from 
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medical teams and indeed rely on these tenuous arrangements for necessary hospital supplies and 
revenue. The team members receive symbolic capital in return for their investment, which they 
use in a variety of ways. Importantly, this symbolic capital, evidenced through photos, videos, 
and narratives of salvation, convinces donors of the moral and scientific legitimacy of the teams 
and results in funding of further projects.  
There was a significant desire on the part of the hospital to encourage visitors. Medical 
students were considered particularly lucrative, because they paid to do rotations, at a rate of 
USD 1000 per month. “It is good if foreigners come, because the technology in the U.S. is much 
more advanced and foreign donations are how the hospital gets technology. It would be good to 
have a relationship with [GMA] because they could get more people to come” (Fikadu – GCH 
CEO September 9, 2015). The hospital also gains symbolic capital in this exchange, especially 
the private, formerly mission hospital. The presence of teams allowed the hospital to regain 
stature within the community, both because of the continued claim that American technology, 
expertise, and resources are available at the hospital and because it enabled the hospital to 
provide charity care. These two elements were cited by many community members as important 
factors in their calculations of where to seek care.  
Dr. Demeke, the temporary surgeon at GCH, explained, “There is still influence 
of farengis [white foreigners] [at GCH].” He mentioned location, nursing care, 
supplies, as other things that contributed to people’s preference of GCH over the 
government hospital. In terms of supplies, he gave the example of Monocryl16. “It 
is very expensive. Maybe brought in by farengis.” He talked about how the OR 
had many supplies, making it comparable to the OR in Jimma Hospital [a 
university-affiliated hospital within Oromia], which functioned as a major referral 
hospital. (Fieldnotes November 16, 2013) 
 
Well for the hospital it’s a good thing. It’s a promotion for the hospital, because 
the community thinks the hospital communicated with the team in order to make 
this thing happen… They are very thankful for the team and at the same time they 
are very thankful to the hospital. So it’s a very positive thing for the hospital. And 
																																																						
16 Monocryl is a type of absorbable suture that can be used to close surgical incisions. 
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these teams sometimes they give some materials to the hospital of what they 
brought that they should not carry back. The hospital benefits in any way. The 
other benefit is the skill! The skill for the workers here. I was scrubbing with a 
plastic surgeon when he did cleft lips and palates. That’s a benefit for me. (Dr. 
Tesfaye) 
 
The teams also allowed the hospitals to engage in a politics of visibility to increase 
standing in the community and moral superiority; on this level then the teams served to 
undermine a more equitable system of health care delivery centered within the government 
hospital system. The hospital is caught between conflicting expectations. As a church-affiliated 
institution, physicians, community members, and foreign visitors assumed that Gelel Christian 
Hospital policy adheres to an ethic in which charitable care is given freely and patients are 
accepted into the hospital regardless of economic, social, or religious standing. “As a mission 
hospital they should be for the community. The profits of missionary hospitals should be the help 
of the people. That should be the gladness of the patients. The patients should be happy about 
that. They should not worry about the fee” (Dr. Tefere). These expectations were considered to 
be required for the hospital to maintain it’s standing as a “mission hospital,” a classification the 
hospital administration was keen to keep. An important reason that GCH continued to encourage 
medical mission teams was not only the material resources and equipment gained, but the 
prestige and moral standing that was accrued through having foreign physicians on the campus 
providing free surgeries.  
For many physicians and community members there was a sort of competition for moral 
superiority between the government and church-affiliated hospitals. The government hospital 
staff resented the assumptions of better care and reputation of the GCH. Likewise from the 
perspective of some at GCH, Gelel Public Hospital was understood as having undermined to a 
certain extent, their hospital’s monopoly on service within the community. Some at GCH, 
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particularly those affiliated with GMA, implied that the government hospital had been opened in 
the community precisely to undermine the church-affiliated hospital.  
“I don’t have a good picture of the Christian hospital.” Catherine, an Ethiopian 
general practitioner at the government hospital, began to tell me stories about 
patients. One patient, named Hannock, had a laparotomy there and then while she 
was in the ward, healing, used up her money. She was discharged because she 
didn’t have more money and came here. She ended up needed a relaparotomy17 
and was cachetic, very malnourished, Catherine said. When she came to the 
government hospital she was given Plumpy’nut18 and was here for a long time. 
Finally she was discharged when she was healthy. “I know it is a loss for the 
hospital, but the goal of the hospital is to care for patients, not to make a profit. I 
know many examples like this. It’s a real story!” There was a 12-year-old who 
had an infected fracture. She was discharged from the Christian hospital and came 
to the government hospital. Dr. Tesfaye gave money to her parents for food. 
Yohannes chimed in and asked what the outcome was for the patient. Catherine 
said it was good; she was discharged when she was well (Fieldnotes October 3, 
2013). 
 
 The government hospital’s ability to provide charity care to patients through formal and 
informal means was used as evidence of the good work being done by the government hospital. 
Within this system of exchange, the patients function as the currency, counted up by hospital 
physicians and staff both as potential monetary income and within the moral economy. This 
moral bioeconomy and its symbolic capital was intricately connected to Gelel’s wider 
biomedical economy as it encouraged patients to choose one hospital over the other. 
Biocapitalism functions in covert ways in this setting with negotiations based not just on 
exchange-value, but also through a discourse of charity that seeks to elevate the exchange above 
the mundane market-based discourse to one of morality and religious salvation. When discussing 
the money exchange with the CEO of the hospital, one of the NGO organizers told him “we want 
																																																						
17 A laparotomy refers to a type of surgery in which the abdomen is opened, as opposed to a laparoscopy, in which 
laparoscopic instruments are used in conjunction with a camera to perform a surgery. The term relaparotomy refers 
here to the fact that she required a second surgery to correct the first.  
18 Plumpy’nut is a peanut-based high-calorie nutritional supplement that is used to treat severe acute malnutrition. 
For an interesting discussion of Plumpy’nut as a biotechnology, see Redfield (2012). 
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to work as partners with the hospital, not antagonistic to the hospital.” He tried to explain to 
Fikadu that if you charge Americans for every little thing, they will feel less generous, whereas if 
you don’t make them feel as though they are being charged for everything, they will give more. 
Matthew said, “people are coming in a generous mood” (Fieldnotes September 12, 2013). In this 
way the Ethiopian doctors and administrators are drawn into the same objectificating 
articulations of neoliberal projects and moral economies, while engaged in discourses of human 
rights and charitable care.  
Transnational biocapital works on an embodied level as well, wherein specific patient’s 
bodies and even body parts are imbued with biovalue and exchanged for profit.  
While walking into the office an Asian man from the hallway smiled and waved 
at me. I think it was the same man from a few weeks ago who came in to check 
on the woman with the leg trauma. A few minutes later he followed a young man 
and his wife into Dr. Abreham’s [GCH general surgeon] office. It was a meeting 
to discuss the compensation needed for the young man, who had suffered a 
“major electrical burn” while at work for the Chinese highway development 
company. The medical record stated that he had had injuries to both his right 
hand and right foot… On examination, which consisted of Abreham asking the 
man to move his fingers and hand, it was found that he had little use of his hand 
below the elbow. His hand was contorted into a claw shape. Abreham studied a 
paper on the wall that listed the percent compensation for different permanent 
disabilities. They included every part of the body, with different percentages 
being assigned to more and less severe disabilities. Injury to the hand was 30% 
and injury to the arm below the elbow was 47%. The man’s arm was injured 
somewhere in between the wrist and the elbow, so 45% was deemed fair. Other 
injuries listed included loss of digits, with bilateral loss of thumbs high on the 
percent compensation (Fieldnotes January 16, 2014). 
 
This anatomization and subsequent commodification of the human body within this meeting 
represents a specifically biomedicalized emphasis on knowledge of anatomy and its 
disaggregation from the body as a whole (Lock and Nguyen 2010). Within this place 
particularly, the impact of transnational networks of biocapital is evident in the association of 
Chinese development companies with this type of compensation. Other transnational networks 
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were also implicated in commodification of human biologicals, through the differential valuation 
of specific surgeries and pathologies for different patients. As noted by numerous scholars (Lock 
and Nguyen 2010; Roberts and Scheper-Hughes 2011), medical tourism is a biocapital process 
that relies on global inequalities in health care. Likewise, clinical tourists volunteer at hospitals 
and clinics throughout the global South, but bring donations, fees, and resources with them, in 
addition to their symbolic biocapital (Wendlund 2010). In the case of Gelel, each surgery 
performed by volunteers was assigned a specific monetary value, based in part on the supplies 
and staff used, but also calculated as having an exchange value as a surgery in and of itself that 
the volunteers must pay to the hospital. This amount was ostensibly to compensate the hospital 
for surgical revenue lost while the volunteers occupied the operating room, with the assumption 
that the Ethiopian surgeon would be performing some type of surgery and thus generating this 
revenue in the absence of the team. The bodies of patients and the types of interventions were 
thus interchangeable in terms of biocapital, but the surgeon performing the intervention was not, 
with American volunteer surgeries worth more to the hospital monetarily, because of their 
arbitrary valuation, than those performed by the Ethiopian surgeons.  
 
Production (or Not) of Biomedical Knowledges 
Clarke et al (2003) note the importance of transformations of knowledge production, 
consumption, and management within biomedicalization processes, identifying contemporary 
changes in both the sources of information and the channels through which it travels. This 
knowledge production is central to the focus on health, risk, and surveillance, as it produces the 
normal towards which patient-consumers are meant to work and provides information about new 
categories of biopolitical subjects. What happens, however, when the epidemiological 
	 114 
knowledge that is produced excludes large groups of people within a biomedicalized regime? 
“The biomedicalizing of different populations thus reveals linkages between the production of 
scientific knowledge and its stratified applications” (Clarke et al 2010: 35). 
Patients’ bodies within this biomedical space are located in a borderland between 
discourses of universal biologies and individualistic patient rights that discuss the patient in 
biopolitical terms as responsible for herself and her health.  
For example, the patient has the right to know what medication is being written 
for them. They have the right to know what is the diagnosis of them, the right to 
know the prognosis and what's going to happen. They have a right to know at 
which time they are going to be given medication. This is their rights. They 
should know. They should have a lot of rights, by the way. And they do have their 
more responsibilities. Taking their medication at the right time is their 
responsibility. Keeping their cleanness of the bedside is their own responsibility. 
Keeping the silence, the voice low, and keeping the bed and the environment safe 
is their responsibility. They should know all their rights and their responsibilities. 
It’s not only coming and asking about, “I want to go home.” The question they are 
always asking is, “I don't have money to stay doctor, please discharge me. I want 
to go home.”… They should... once they are admitted, it is the will of the 
physician to discharge the patient, it is not their right to be discharged. Once the 
physician has agreed with the patient and they order this medication to take, he 
has to get a bed and take the medication. And they should be discharged 
according to the physician's order. Not based on his [the patient’s] request. They 
are considering this as their right. This is not their right. Its not their right. They 
can ask, asking is not forbidden. It is not a sin. "I want to go home," is not a sin. 
But their way to home is based on physician decision. It should be based on the 
physician decision. Actually the problem is economic problem. That is what, also 
what I was thinking when I said the patients' rights. They can ask why they are 
admitted, what's going to be done for them, what kind of medication they are on, 
what are forbidden things, or prohibited things like salt free diets, they should 
know. They can ask and understand this. And once you told them, they should 
keep [remember] that. (Dr. Tefere) 
 
Patients are thought of as potentially biopolitical subjects through the encouragement of their 
self-regulation and even self-enhancement, but they lack the health literacy and access to 
information technology that they would need to do this role satisfactorily.  
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What kind of regime of governance is this? Clarke and colleagues (2003) say there is increased 
medical jurisdiction over health itself and commodification of health that is individualizing and 
moralizing, making citizens responsible for their own health status through responsible 
consumption of health care services. But what about here? People are too poor and remote to 
really function as good consumers and due to that they are unable to fully assert their rights and 
responsibilities as patients. This is also a problem from the perspective of the physicians because 
they are trying to uphold these rights without losing autonomy and authority. Thus, the medicine 
is in some senses individualizing and moralizing as noted in the above quote, but the variegated 
biomedicine that exists makes most unable to invest in enhancement or good self-discipline. 
There is also less expectation that one would do so. In the example of diabetes management, 
patients had difficulty obtaining medications, particularly insulin, outside of town. As a chronic 
disease requiring daily medication, diabetic crises were a frequent reason for admission to the 
hospitals. Furthermore, the ability of patients to monitor their diets and self-discipline as they are 
under biopolitical regimes, is decidedly less in Gelel than elsewhere, at least in the estimation of 
the physicians giving orders: 
There was an older lady with insulin-dependent diabetes who was put on sliding 
scale insulin yesterday. Jirata explained that in the U.S. you know that carbs 
should be x % of the diet, and fats y %, and protein 10-15% and you know how 
much is in your foods. But here, you don’t know how many carbs are in injera. If 
you tell them not to eat things – they’ll end up malnourished. We just tell them to 
avoid simple carbohydrates.” (Fieldnotes August 19, 2013) 
    
Street (2014) argues that “If hospitals are places of biomedicine, however, they are never 
solely biomedical places” (Pp. 12). Additionally, though biomedicine is primarily theorized 
through its biopolitical dimensions, biomedical practices often require other forms of politics and 
relationships in order to function. This is particularly true in resource-limited settings. In 
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unstable places especially, hospitals and the practices within them do not just operate through 
biopolitical logics, but also rely on relational, authoritarian, and exclusionary politics.  
The governance of health and population in Ethiopia generally, and Gelel more 
specifically, is biopolitical in some aspects, but this is a deeply contested project. As evidenced 
in the HSDP objectives presented earlier, the government values the production of biopolitical 
subjects that it expects to be “proactive” in seeking health care services. These individualizing 
and self-disciplinary discourses place the responsibility for the nation’s health status on its 
citizens. However, despite government efforts to expand the reach of services and data-
collection, much of the rural population falls outside of this area and infrastructural limitations 
make mobility difficult.  
Emily did contact Operation Smile to see if they would be willing to do cleft 
palate repairs in and around Gelel. However, Operation Smile needed to know the 
prevalence of cleft palate in order to justify the expansion of their program. The 
government office did not have this compiled and said that cleft palate is not that 
big of a problem here. However, Emily said that they don’t how big the problem 
is because people with disabilities stay in their houses here. “They don’t go out, 
because they are persecuted.” Without the data they can’t get the project 
approved. ‘They don’t understand why its important to collect data ahead of time. 
They think it’s a waste of time.’ Emily had also run into problems with Gelel 
Christian Hospital. They are apparently hard to communicate with and also don’t 
provide their health data to the government health office. (Fieldnotes August 18, 
2013) 
 
 This series of frustrations embedded in transnational biomedical networks represents the 
powerful production of subjects, knowledge, and inequalities. The reasons for data collection and 
the knowledge obtained through this quantification of suffering at the behest of international 
organizations and volunteers, displaces local understandings of pathology and its prevalence, as 
well as the biomedical priorities within the community. The desire for technological intervention 
occurs surrounding bodies that are brought into being through international donor preferences 
and used as evidence for the incompetence of local biopolitical projects. Recent data from Addis 
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Ababa cites a moderate rate (1.49/1000 live births) of occurrence of cleft lip and palate in the six 
hospitals included in the study, but there is relatively little known about the incidence of the 
congenital malformation in rural areas (Eshete et al 2011). Only one study attempted to follow 
up on patients having received the surgical intervention through humanitarian intervention (Fell 
et al. 2014) and found that international organizations’ involvement in cleft lip and palate repairs 
have a long history, but epidemiological data regarding the prevalence or outcomes are difficult 
to find. Thus the tension surrounding the data collection about prevalences of cleft lips and 
palates in Gelel and the necessity for intervention seems to rely primarily on desire to intervene 
and the availability of volunteers desiring to participate in the particular intervention. 
There are several reasons for the lack of accurate epidemiological data in Ethiopia. Many 
people, especially in rural areas do not access the national health care system both because of the 
inadequate and understaffed facilities, as well as a relatively prevalent distrust of the non-
democratic Ethiopian state, that in this region at least, is not generally representative of 
community interests.  Collecting accurate data is cumbersome, though the government has made 
massive efforts to increase it, and potentially difficult to make use of without sufficient 
infrastructure.  
I do support the idea of the government [to expand health care services] because 
our communities are illiterate. The health seeking behavior is very poor. We only 
know if the patients come to the hospitals. But still there are lots of patients who 
are dying at their homes, who fail to seek the health care. That's the problem. (Dr. 
Tesfaye) 
 
In a sense, new populations of risk are established within Ethiopia, but through a “global health” 
lens that relies on international agencies’ priorities to establish who is “at-risk” and for what 
condition. From this international perspective, there has been a focus on women in childbirth and 
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a profound emphasis on HIV/AIDS education and treatment despite very low prevalence rate of 
0.9% in the countryside (Assefa and Kloos 2008).  
Within the hospital communities, those designated “at risk” are similar to “at risk” 
patients elsewhere and the interventions are primarily education and moralizing discourse. 
Health professionals at Gelel Christian Hospital held regular community education sessions that 
were open to the public, but most frequently attended by patients’ families and hospital staff. The 
topics were diverse and included, smoking risks and cessation, sexually transmitted infection 
prevention and treatment, clean water sources and water purification, and recognizing 
tuberculosis symptoms and curbing its transmission. When asked how these topics were chosen, 
the organizer told me that they were the public health issues identified by the federal government 
as the most pressing for the nation. 
Government programs, driven by international benchmarks, such as the Millennium 
Development Goals (MDGs), are often underfunded and unsustainable, but serve to generate 
“good data” to increase “global health” funding. This represents a perverted form of biopolitics, 
in which the processes associated with biopolitical governance are being carried out by a state, 
not necessarily to increase knowledge about the population or to enhance citizens biological 
potential, but to exchange data for development funding from international agencies. This money 
is then used to work towards specific externally-defined benchmarks. These benchmarks reflect 
donor priorities and not those of the state or community and exclude a large proportion of the 
population, especially in rural areas, whose access to healthcare and other state infrastructure 
remains very limited.  
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Information gathering was prioritized by the Ethiopian state through the Health 
Management Information System (HMIS), as a part of the fourth HSDP. However, data gathered 
often was inaccurate and questioned even by the agencies collecting it. 
Dr. Tesfaye talked about a new program called HMIS. It is 1-2 years old and the 
government assured that each hospital has its own HMIS expert now. “He is the 
one for data.” I asked if the data is standardized, but Tesfaye said, “In the policy 
there is standardization with government institutions [but not necessarily in 
practice].” This expert is the one who collects data from the procedure logs and 
reports it to the government health bureaus. (Fieldnotes October 16, 2013) 
 
HMIS was implemented in 75% of Ethiopian hospitals by the middle of 2012 and functioned 
primarily to provide data for the Health Sector Development Programs Annual Report. The 
report itself identifies the limitations of the HMIS, including late and incomplete reporting, 
limited data quality, and inconsistency between data gathered from different sources (FDRE 
MoH 2012).  
In my experience the data collected in hospitals was often incomplete or inaccurate. This 
was not the result of negligence, but often had to do with the lack of education of those who were 
charged with collecting it, unrealistic expectations of how much information and of what kind 
could be collected from patients, and new systems of data collection being implemented 
relatively frequently.  
I noticed waiting for the next patient that the STI tally sheet that was brought to 
this OPD [outpatient department] room in November, when I was here with Dr. 
Yohannes, is still on the wall next to the desk, but is completely blank. No one 
has filled out a single column. It looks like something issued by one of the health 
agencies (Fieldnotes January 27, 2014). 
 
On one day, a new book arrived in the Emergency Department that required the 
staff to fill out each patient’s HIV and TB test status, along with other information 
in a grid that included 10-15 columns. The health care worker charged with doing 
this record keeping had little way of knowing most of it and was expected to 
complete the book in addition to all of her regular duties. Compounding the 
difficulty, the columns were labeled in English, which was not spoken or read by 
the health care worker. While I translated the columns for her, she remained 
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confused about the way the columns were supposed to be filled out using different 
letters for different test and result statuses, the directions for which were 
footnoted at the bottom, also in English. Several weeks later in looking through 
the log, the patients’ information was included and some columns had 
checkmarks or dashes; none of the letters were used and the meaning of the 
symbols that were used was entirely unclear and could not convey the information 
needed to the state (Fieldnotes February 20, 2014). 
 
The formal epidemiological knowledge deficit was noted by foreign volunteers and Ethiopian 
physicians alike and much of what was known relied on “global health” work. Cataract surgeons, 
for example, were struck by some of the unique pathologies in the area. One showed me a 
particular condition in a few patients and explained that it was called pseudoexfoliation and that 
was associated with fragile posterior capsules.19 He explained, “It is known to be very high in 
Scandinavian populations, but its super high here. I don’t think anyone knew that until a few 
years ago, because no one was doing cataracts here” (Fieldnotes November 18, 2013). The 
intervention timelines and technologies were also dependent on international agencies and their 
funding priorities. Biomedical standardization and discussions of “best practices” were based on 
assumptions of universal bodies and biologies, but were not correlated with local evidence, often 
because there was none available. 
 
Sources of unevenness and instability 
The transnational biomedical space that is an amalgam of Ethiopian and American medical 
practitioners as well as many other players is the product of a series of contradictions. At the 
same time this contradictory space is productive of neoliberalism itself, which Goldman 
(2007:790) states, “was (and is being) made through these highly contentious North/South 
																																																						
19 Pseudoexfoliation syndrome is a syndrome associated with aging in which residues deposit on the lens and other 
parts of the eye, potentially causing cataract surgery to be challenging. In particular, this presents obstacles to the 
use of phacoemulsification for cataract surgery and may require additional equipment and preparation.  
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relations.” Neoliberal capitalism and its iterations in the global South as “development” and 
“growth” is not a monolithic project resulting in defined ends, but rather a set of dynamic and 
mystical capitalist processes characterized as uneven over space and time and innately 
contradictory (Comaroff and Comaroff 2001; Hart 2009).  
The structural violence of neoliberalism occurs through the institutionalization of this 
uncertainty and informality, accomplished through discourses of urgency and “just in time” 
production. At the same time these discourses engage with a political economy of hope and 
investments in magical futures that are always just ahead. Ferguson (2006) discusses the 
inaccuracy of the term flows, because of the gaps in connection that occur as global capital and 
the networks it entails leapfrog across certain places. He speaks further about the abjection that 
this produces in individuals and communities aware of the resources and networks that exist, but 
unable to access them due to their disconnection. However, a disconnected place contains more 
than just global capital as a longed-for idea or demonstration of global inequality. Rather, 
Tsing’s (2005) understanding of global capital as necessarily heterogenous and constantly in the 
process of being remade through articulation at local sites, reflects the transformative presence of 
neoliberal capitalism even in these spaces where disconnection from formal systems has resulted 
in abjection. This normalized abjection or unsettledness is not in itself an end result, but rather 
shapes subjectivities and motivates searches for novel sources of connection at multiple levels, 
from the state to the individual.  
While neoliberal logics deny their own morality, insisting instead on their existence 
within a non-moral, objective or rational order, they are indeed aligned with a set of moral 
assumptions and these assumptions seemingly come up against alternative contemporary 
moralities, such as those of humanitarianism or caregiving. These contradictions do not reconcile 
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or assuage one another, but exist in friction, producing unsettled and fraught spaces, economies, 
subjectivities, and practices, which are precisely the innately contradictory processes that 
characterize millennial neoliberal capitalisms themselves. Though this friction is productive of 
these things, it does not produce any relevant change in terms of addressing inequities in health; 
rather it serves to reproduce the systems that created the series of contradictions to begin with 
through recourse to discourses of flexibility, just-in-time production, and urgency, along with 
valuing entrepreneur-like qualities among subjects. 
 
Conclusion 
The aim of this chapter has been to argue that biomedicalization can be better understood 
through its investigation as a set of variegated processes. To do so is to recognize the 
implications of macro-institutional discourses, practices, and biocapital movements, while at the 
same time seeking to understand these processes within the uneven and precarious landscape of 
transnational biomedicine. I have attempted to show how Gelel in particular troubles many of the 
assumptions of temporality, spatiality, and politics made in contemporary biomedicalization 
theory, by decentering the processes of biomedicine from U.S. academic centers and instead 
exploring the shift to and entrenchment of biomedicalization in transnational contexts. To 
understand the implications of this type of investigation we must focus on the political 
disjunctures that arise between the potential and imagined products of biomedicine, manifest in 
the political economies of hope and the hype of technoscience and its universals, and the actual 
responses to the friction-ridden encounters of variegated biomedicalization with embedded 
sociopolitical contexts and embodied clinical realities. 
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The remainder of this dissertation will explore these implications of uneven biomedical 
development under conditions of disconnection and instability, wherein the realizations of 
biomedical imaginaries and commitments to a shared humanity are severely constrained. 
Variegated biomedicalization within these fraught spaces continues to be productive of new 
social forms, explored in subsequent chapters and including disenchantments, innovations, 
frontiers, modular technologies, and ethics and forms of subjecthood.  
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CHAPTER 4 
Even if you know the theory:  
Informality, innovation, and discontents in Ethiopian biomedicine 
 
“Medicine in developing countries is challenging. Even if you know the theory, 
when you come to the management…” (Dr. Yohannes, Ethiopian MD) 
 
Debala pointed out the delivery bed the laboring mother was lying on, which was 
visible through the break in two of the curtains. It was bare wood on the middle 
section and the legs were terribly rusted. “Wouldn’t they, meaning the 
government or hospital administration, be able to replace it?” I wondered. He 
stated emphatically that the only thing anyone cares about is maternal mortality, 
but that they wouldn’t provide good equipment, such as a new bed. “This 
mother,” he said, “will deliver in the hospital, but then go home and die of 
tetanus, but it won’t count [as maternal mortality] so no one cares. You people 
make us crazy,” he said, stopping to clarify that he didn’t mean me specifically, 
but policy makers. “Your bosses are our bosses.” He explained that he hates the 
MDGs [Millennium Development Goals]. “Everyone should have their own 
individual goals. Instead they chase the MDGs, but your people [policy makers] 
don’t care what is happening on the ground.” Its only about the numbers and 
percentages, but not about what is actually happening. “[Americans] are not 
crazy, but weird.” When they first come they keep asking over and over again, 
“What is this? What is this? They make everyone else’s life chaotic because they 
interrupt everything and make their questions the priority.” (Fieldnotes December 
9, 2013) 
 
 
Biomedicine has always been everywhere an uneven, variegated, and transnational endeavor, 
consisting of dynamic practices and discourses that reflect the unsettledness and messy relations 
of power evident in medical and non-medical settings around the globe. Although often 
represented through its cutting edge technologies and breakthrough medications, even within 
elite medical institutions the embodied realities intersect with institutional, political, economic, 
and social factors to locally ground discourses and practices. In contrast to the medical settings 
that are often the focus in medical sociological literature, the transience and uncertainty of 
personnel, projects, and resources within this space contribute to an even greater fluidity, 
resulting in clinical practices and places that are always unsettled and tenuous. Practitioners 
	 125 
struggle to construct the scientific, care-full, and intimate relationship that lies at the heart of the 
ideals of biomedicine within diverse settings, making even the definition of “health” contested 
and contextualized. A tension exists between the practices and technologies that are possible and 
available in idealized medical centers, usually represented for Ethiopian physicians by the United 
States, and the reality of practices in this setting. Biomedicalization as a set of processes and 
practices that center biological understandings and technological interventions, also functions as 
an imaginary for practitioners, offering inclusion within a modern professional community and 
the mobility and esteem that it promises, along with the ability to practice an intellectually and 
morally-satisfying medicine that incorporates technologies and care-taking practices.  
This chapter explores the construction of transnational biomedical space/time and the 
sociological conception of biomedicalization and its imaginaries within the two hospitals that are 
the focus of this ethnography. These biomedical places are located in a borderland between the 
temporal discourses of biomedicalization, which emphasize biotechnological progress in a 
forward direction and postcolonial temporalities (Mbembe 2001) that are characterized by 
discontinuities, disjunctures, and redirections while simultaneously subscribing to a political 
economy of hope. This chapter demonstrates the processes of exclusion within a particular 
clinical space and physicians’ attempts to mediate this stratification within the medical 
community. Furthermore, I locate these disjunctions within the tension between the moral and 
scientific ideals of the biomedical imaginaries of Ethiopian physicians and the clinical realities 
structured by informality and uncertainty made necessary by uneven neoliberalisms.  
The tension between globalized biomedical standardization and technologies along with locally 
embedded and embodied realities of practice create conflicts of morality and professional 
integrity for Ethiopian physicians due to the impossibility of achieving the defined norms 
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because of structural constraints. The failure of efforts by Ethiopian physicians to resolve these 
dilemmas through creativity and flexibility in order to mediate processes of the exclusion and 
abjection ultimately contributes to practitioner movement to alternate settings. 
 
Variegated biomedicalization and its disenchantments 
The constraints placed on medical practitioners are due primarily to the unevenness and 
unpredictability of neoliberal political economies of biomedicine in rural Ethiopia. The lacks of 
material resources and adequately trained support staff limit physicians’ ability to practice 
“good” medicine. Programs and supplies, from the state, non-governmental organizations 
(NGOs), and volunteers, are often only poorly funded or impermanent, beholden to funding 
cycles, changing state and international priorities, and whims of volunteer groups. Though these 
resources appear invaluable within the hospital, their variability and constant threat of 
disappearance requires creativity and access to informal networks by physicians on the wards 
and in the operating rooms. Biomedicine in this setting is characterized by its pluralities, an ethos 
of improvisation and skepticism regarding medical technologies on the part of practitioners, and 
a search for alternatives and access to informal networks, all of which represent attempts by 
Ethiopian physicians to mediate the disjunctures and preserve biomedicine as an intellectually 
satisfying and humane practice.     
The failure of efforts by Ethiopian physicians to resolve these dilemmas through 
creativity and flexibility in order to mediate processes of exclusion and abjection ultimately 
contributes to practitioners moving to alternate settings. Physicians here represent a novel form 
of biomedical subject constituted through the ambivalence and disconnection of this setting, but 
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situated as postcolonial “middle figures”20 between an imagined biomedical ideal and the 
political economic realities of their clinical encounters. They are positioned as ambivalent 
subjects through their disconnections from the global medical community and their inability to 
practice “good medicine.”  
This chapter will first establish the idea of the biomedical imaginary and the tensions that 
occur between these imaginaries and clinical realities. Secondly, I will demonstrate the 
disjuncture between biomedical imaginaries and the informality and uncertainty inherent within 
variegated biomedical spaces that are structured through neoliberal disconnections and argue that 
these disjunctures are constitutive of biomedicalization in this space and likely of other 
transnational biomedical spaces. Though physicians engage in creative and improvisational 
practices to mediate the resultant contradictions, disenchantment often results. This variegated 
biomedicalization is an important situated set of practices, discourses, and imaginations, the 
interrogation of which helps to reveal incongruencies in a universalist conception of biomedicine 
and the necessity of considering multiple biomedicines constructed through diverse spatialities 
and temporalities. Finally, I will assert the importance of considerations of moralities and 
imaginaries in the theorization of biomedical processes in order to understand the disjunction 
between these imaginaries and clinical realities that are constitutive of this transnational 
biomedical space.  
 
 
																																																						
20 The idea of “middle figures” within African biomedicine arises from Nancy Rose Hunt’s (1999) investigation of 
colonial biomedicine in the Belgian Congo wherein she describes the unique position of Congolese medical 
practitioners as potential mediators of the hybridity of their society and central to the processes of translation within 
the colonial therapeutic economy. This location of medical practitioners between colonial administrators and 
colonized patients is echoed in other accounts including Iliffe’s (2002) of East African physicians and Lo’s (2002) 
of Taiwanese doctors under Japanese rule. 
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Biomedical Imaginaries 
Moral dilemmas within biomedical practices have been described in East Africa by Mary Jo 
DelVecchio Good and colleagues (1999) as resulting from a lack of resources, technology, and 
support. These dilemmas include difficulties meeting expectations of practicing “good” medicine 
as defined through universalized biomedical standards and obtaining intellectual satisfaction 
from the work of doctoring. These conflicts are not limited to East Africa, but result from the 
impossibility of attaining the ideals promoted through the biomedical imaginary. Medical 
imaginaries capture the affective dimensions and potentialities of biomedicine and function to 
promote ideals of moral and scientific practices rooted in globalized networks of medical 
knowledge and technology (DelVecchio Good 2007). This imaginary circulates in a global 
political economy of hope, impacting medical practitioners as diverse as Boston oncologists and 
Malawian medical students (DelVecchio Good et al 1999; Wendlund 2012).  
 Importantly, as transnational networks construct biomedical spaces in variegated ways, 
physicians’ abilities to engage with these changes and processes reflect the inequalities of access 
and connection discussed within sociological analyses of globalization (Brenner et al 2010; 
Ferguson 2006). As discussed by Wendlund (2012), the realities of clinical practice in Malawi 
and other similar settings are that the diagnostic and therapeutic tools discussed in medical 
textbooks and classes are mostly absent. The knowledge of the possibilities of biomedicine in 
Northern academic medical centers serves to remind these medical students of their 
disempowerment and abjection, as experienced by African professionals in many globalized and 
technologically-driven professions (Ferguson 2006). Ferguson (2006) discusses the gaps in 
connection that occur as global capital and the networks it entails leapfrog across certain places. 
He speaks further about the abjection that this produces in individuals and communities who are 
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aware of the resources and networks that exist, but unable to access them due to their 
disconnection.  
 Social imaginaries encompass embodied practices and discourses by providing meaning 
and legitimacy and embedding them within a normative scheme. They allow people to imagine 
their social existence including their relationships with others and acceptable expectations 
(Gaonkar 2002; Taylor 2004). Gole (2002) discusses the struggle between two imaginaries that 
are embodied by those who straddle social worlds, such as the female Muslim parliamentary 
member that is the focus of her paper. The social imaginaries discussed by these scholars 
necessarily incorporate moral orders. The straddling of social worlds is not a unique position for 
individuals in postcolonial settings, as described by many scholars as hybrid (Bhabha 1994; 
Decoteau 2013) or fragmented (Chaterjee 1993; Lo 2002) consciousness. In particular 
professionals within these spaces navigate expectations of Western academia or industry with 
those of their communities, nations, and religions. These fragmented subjectivities are difficult to 
reconcile.  
Social imaginaries can create loyalties that are hostile to the very nationalist or 
universalist and modernist projects that are often their foundation (Goankar 2002). Lo (2002) 
discusses tensions faced by Taiwanese physicians asserting national and anti-colonial identities 
within the universal and imperial assumptions of biomedicine in the early- mid 20th century. 
Forced to straddle social worlds, physicians struggled to uphold professional identities structured 
through particular moral visions and worldviews while remaining variably committed to ethnic 
community expectations of them as political and social leaders. The conflicts produced by these 
competing social imaginaries remain salient in postcolonial contexts. It is at these productive 
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tensions between globalization and multiple modernities, universalization and disconnection, that 
Ethiopian physicians find themselves. 
Theories of biomedicalization, medicalization, and the practices that they entail are 
largely centered in the United States and Europe within the medical sociological literature, 
limiting their ability to capture these same processes outside of Northern medical centers (Clarke 
2010; Bell and Figert 2012). The embodiment of these contemporary processes of biomedicine 
occurs at the level of the physician-patient interaction, requiring that we continue to consider the 
discourses and practices of the physicians themselves when understanding broader changes 
within biomedicine. Additionally, physicians’ biomedical imaginaries are constructed through 
these contemporary processes, producing new forms of conflict and disconnection for those 
unable to participate in the clinical realities they promise. Biomedical imaginaries function as 
unique social imaginaries, shaped by current transformations in biomedical technologies and 
communities, and producing novel goods within the political economy of hope, available to 
increasingly elite social groups and further marginalizing others. For physicians in rural Ethiopia, 
the biomedical imaginary thus also functions as a regime of exclusion. 
 
The gaps between potential and actual realizations of biomedicine 
The "real practice of the medicine," I want to mean, you need to have a good set 
up to do a diagnosis of the diseases before you rush to prescribing them drugs… 
You need to have chemistry tests. You need to have serologic tests. You need to 
have different imaging techniques to really reach on a diagnosis and to prescribe a 
good medication, the good drugs for the patients. But we don't have such 
modalities, so the only thing you can do is doing what with what you have and 
treating them based on clinical [evaluation]… So the real medical practice should 
be based on a good physician [with] a good setup to diagnose. They should 
exactly reach on a good diagnosis, a perfect diagnosis. Then they should treat 
based on the national protocol or based on the recommended protocol. Sometimes 
when you get a diagnosis and you want to prescribe the recommended drug, you 
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will not have that specific drug, so you will go to the next or second-line drugs. 
So it’s not that exact medical practice, which is done here. (Dr. Tefere) 
 
The tensions between the biomedicine learned in medical schools and from textbooks and 
the reality of practices in these hospitals were evident on a daily basis, in every part of the 
hospital and in patients presenting with both chronic and acute diseases. The textbooks and 
resources read and referenced by these physicians reflect a biomedical imaginary as it is 
conceptualized in academic medical centers in the United States and Europe. That these 
standards of practice and idealized algorithms of diagnosis and management travel freely across 
biomedical settings illustrates the transnational nature of biomedicalization as a set of processes 
and assumptions. Thus, a biomedical imaginary is established, which is set in constant tension 
with realities of practice and patient and physician expectations and obligations, as well as other 
social imaginaries in which these physicians are embedded. 
As part of my fieldwork, I accompanied hospital physicians on all of their daily duties, 
including attending weekly “morning sessions” at both hospitals, which functioned as continuing 
medical education for physicians and mid-level staff. While structured differently at each 
hospital, they reflected the didactic sessions commonly seen in medical centers, in which 
pertinent medical topics and interesting cases were discussed by the group.  
Weekly morning sessions at Oromia Christian Hospital began at 7 AM and were 
attended by most of the primary medical providers, including the surgeon, general 
practitioner (GP), and several health officers. Clinical nurses and other hospital 
staff did not attend. The meetings were held in the head matron’s office and on 
one particular morning were lead by a general practitioner. We were told we 
would be discussing Acute Renal Failure (ARF). 
 
The meeting began with a prayer and introductions as the presenting GP, Dr. 
Yohannes, was new to the hospital staff. He began the discussion by insisting that 
we should no longer refer to the condition as Acute Renal Failure, but rather as 
Acute Kidney Injury (AKI), as ARF is now an outdated term. He went on to 
discuss the epidemiology, causes, and diagnosis of AKI. (Fieldnotes August 30, 
2013) 
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Acute kidney injury is a relatively common medical problem among hospital patients and 
has been studied extensively in the United States. It is, however, poorly understood outside of the 
Northern medical context despite often being reversible with supportive care (Riley et al 2013). 
The limited knowledge of the epidemiology of AKI within Ethiopia is primarily a product of an 
international partnership between Cardiff University and Tikur Anbessa Hospital in Addis Ababa 
(Phillips et al 2013; Riley et al 2013). 
 The information relied on during these morning meetings, as well as on medical rounds, 
reflected not the rates of disease in this specific region or even nationally, but rather that which 
was published in American medical textbooks, usually Harrison’s Principles of Internal 
Medicine and online databases, most often “Up-To-Date.” A 2015 search of Harrison’s revealed 
that Ethiopia was mentioned only in reference to physician shortages and in the chapter on 
infectious diseases (Longo et al 2012). As expressed by Dr. Bedassa, when describing the 
difference between Ethiopian and American doctors, “What we read is a similar book. There’s 
no difference in that theoretical knowledge and so. But the problem is the cases we see are quite 
different.” 
Harrison’s and “Up-To-Date” are the same resources used in North American medical 
institutions. “Up-To-Date” in particular is vital for medical teams looking to access the most 
recent guidelines and protocols for diagnosing and managing patients. The database compiles 
recent peer-reviewed studies on myriad medical topics and presents them in a single document 
with references and recommendations. In hospitals in the United States “Up-To-Date” is 
accessed as a database, to which an institution subscribes, and it is modified and updated as new 
research becomes available, as its name implies. In the Ethiopian hospitals I worked in, however, 
“Up-To-Date” existed as a static document that is shared from user to user with flash drives and 
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print outs, having been downloaded and saved on some date from some original source. “Soft 
copies” of “Up-To-Date,” Harrison’s, and other tomes of American medical education were 
shared generously among physicians, medical staff, and students. “Soft copies” referred to 
electronic copies of textbooks and other documents. They were most often transferred from 
computer to computer using flash drives that were readily available for purchase, though 
expensive, in town. Most of the physicians and some of the senior medical staff had laptop 
computers, on which they stored these “soft copies.” Some physicians brought their laptops to 
the hospital and referenced them during lulls in seeing patients, during which time anyone else in 
the room would gather around to read over each other’s shoulders.   
Thus, Dr. Yohannes opened the meeting with the caveat that “Even if it is not 
well-studied in our country, the standard textbook says it is very common.” As he 
began to discuss the causes of AKI, he mentioned first that it is especially 
common in developing countries because of the dehydration caused by diarrhea 
and vomiting. He went on to explain that causes of kidney failure include 
radiocontrast agents, medications, and rhabdomyolysis (muscle breakdown). 
(Fieldnotes August 30, 2013) 
 
Each time he returned to a discussion of the causes renal failure he began by mentioning 
radiocontrast agents, the third-leading cause of hospital-acquired AKI in the United States 
(Seeliger et al 2012). However, during my eight months in rural Ethiopia not a single patient was 
even referred for a contrast-mediated study, let alone had one performed at this hospital. 
The use of American medical textbooks and resources meant that the physicians were 
well-versed in the ways diseases were understood epidemiologically, diagnosed, and managed in 
elite American academic centers. This knowledge was often quoted on rounds to other medical 
staff, as a way to assert medical expertise by both GPs and specialists, as I witnessed during my 
observations. Such assertions were often made through comparison:  
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The attending described the diagnosis of peptic ulcer disease in the U.S. with 
serology, endoscopy and biopsy investigations. “Here we have this serologic 
analysis and stool antigen test.” Only the stool antigen test is available at this 
hospital. (Fieldnotes September 9, 2013).  
 
“In the best set-up we would do [blood] cultures [to evaluate for typhoid]. Titer is 
also good, but it can be positive because of prior infection. In Addis there is titer, 
but not culture.” Here there was also no titer and the Widal test was used to 
diagnose typhoid. This exam was derided by physicians at both hospitals as 
relatively meaningless and generally used to generate revenue for the hospital. 
(Fieldnotes September 25, 2013) 
 
Physicians often told those of us accompanying them on rounds the gold standard for 
diagnosis or treatment, followed by the concession that this was unavailable and an explanation 
of the less good, but relied upon alternative in these community hospitals. This framing by the 
physicians created a clear distinction between local medical worlds and an assumption that the 
medicine they were practicing was always substandard because they did not have the resources 
available to achieve the standards of what they themselves expressed as “good doctoring”. 
As the morning session moved on to classifying types of AKI, Dr. Yohannes 
presented the use of Blood Urea Nitrogen (BUN) to creatinine ratios and 
Fractional excretion of sodium, as important laboratory values to assess 
underlying causes of AKI. However, he conceded, “our lab won’t do this, so we 
use history.” He continued that “we should determine electrolyte disturbances,” 
including hyperkalemia (high potassium which can result in heart failure), 
recommending to be vigilant for cardiac arrhythmias and the importance of 
getting an Electrocardiogram (EKG). (Fieldnotes August 30, 2013) 
 
The hospital laboratory was also not able to measure electrolytes, including potassium, 
which was a constant source of frustration for these physicians. There was also no EKG available 
anywhere in the community. The lack of technology and resources in this clinical setting resulted 
in a complete inability to do what is known and learned as medical “best practice” on any scale. 
Rather, when a patient was seen later in the month with suspected diabetic kidney disease, the 
criteria used by the physician was simply the patient’s “inability to hold his urine” in concert 
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with a prior diabetes mellitus diagnosis. Not only was the diagnosis constrained, but the 
treatment as well.  
Presenting the criteria for recommending dialysis for patients, Dr. Yohannes 
touched only briefly on each, emphasizing instead that, “patients should be 
advised of the cost of dialysis. They need it 3 times per week and the cost is 5000 
birr (USD 275) each. So if they cannot afford it, they will go to Addis and then 
they will just come back and die.”  (Fieldnotes August 30, 2013) 
 
In context, the per capita income in Ethiopia is just USD 470 and the hospital is located a 
full day’s travel to the nearest dialysis machine in the capital (World Bank 2015). While this cost 
reflects that of a private dialysis center, there is only one publically-funded dialysis center in the 
entire country and the lack of necessary supplies and materials make it an unreliable option even 
if patients are able to survive long enough to get off of the wait list (Phillips et al 2013).  
The political economic constraints facing medical practitioners in this community are due 
to a range of factors. As I will show below, these include: (1) knowledge on which standards rely 
is incomplete or at least partially irrelevant in settings outside of where it was produced, (2) 
resources and technology are unavailable or unreliable and, (3) physicians are professionally and 
personally fatigued. These constraints limit physicians’ ability to practice “good” medicine, 
defined by universalized standards that are disseminated nationally and internationally.  
 Under such tenuous conditions, resources are scarce. Often even basic supplies such as 
gloves or fluids, are simply unavailable, leaving physicians to make the decision to either 
purchase the supplies to treat patients themselves, if the option is available, or to leave patients 
untreated. One of the surgeons with a latex allergy kept a supply of latex-free gloves at his 
house, which he brought to the OR daily, because the hospital administration would not order 
them. He received them through the mail from colleagues outside of Ethiopia or purchased them 
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in the capital when he visited himself. Dr. Jirata, a general practitioner, recounted a multiple 
vehicle accident resulting in a large number of patients in the emergency room: 
… about 50 or 60 people came after they sustained a car accident and then when 
they reached our emergency OPD [outpatient department] there were not even 
gloves, no disposable gloves! The people are dying and we are wandering around. 
What are we going to do? You have no gloves. You have no fluids. You have no 
IV cannulas. You have no diclofenac21… Then we collected the money from our 
colleagues and we bought medications and we give them to the patients. So the 
resources are factors in what you are doing… The peoples who are observing you 
are not blaming the resources, they are blaming you, “this physician is not helping 
me.” So in front of society, it makes us look like bad physicians. But then you 
come to the reality… The problem is not your problem; it is problem of the 
government… somewhere in the management. Because they should have brought 
the medication to put in emergency OPD and the people should be served. 
Whatever it is, you should treat the people gently and you save the people from 
dying. (Dr. Jirata) 
 
 The scarcity and inequitable distribution of resources results not only in poor patient care 
- it represents a fundamental tension for the physicians working in these settings and their ability 
to work towards professional ideals of “doing good” and “good doctoring.”  
 In some situations resources were available, but their accessibility or usability was 
limited.  
The afternoon’s fifth patient came in with left ear pain and itching, but no 
discharge. The otoscope22 sat in a box on the desk against the wall, but Dr. Teka 
said, “hin jiru [Its not there.]” The nurses said to tell Dr. Tefere because he was 
the medical director and it was his responsibility. “We cannot irrigate the ear. We 
have no [equipment] to observe otitis media,”23 Teka said with obvious 
frustration. Teka took the box with the otoscope in it and opened it. A cockroach 
ran out and onto his leg. He brushed it off and it scuttled across the floor; he 
looked completely unconcerned about this. He picked up a few of the pieces, 
which were obviously not functioning and then put them back, remembering 
seemingly suddenly that the patient was still sitting there. He prescribed him some 
antibiotics with the assumption that he had otitis media. (Fieldnotes October 24, 
2013) 
																																																						
21 Diclofenac is a non-steroidal anti-inflammatory (NSAID) pain medication 
22 An otoscope is a handheld device used by a medical provider to visualize the middle ear and ear drum, usually to 
look for obstructions or signs of infection. 
23 Otitis media is an infection of the middle ear caused by a virus or bacteria. 
	 137 
 
In an another example, an X-ray film shortage limited the number of X-rays available in the fall 
and in the spring, when film was again in good supply, the machine was shut down after being 
found emitting excessive radiation. The ability to repair the machine was limited by the distance 
of the hospital from the capital and some time went by before it was completed. Other imaging 
techniques, computed tomography (CT) and magnetic resonance imaging (MRI) were available 
in the capital for those that could afford the transport and subsequent out-of-pocket cost of the 
scan. However, even those few patients that obtained the imaging and returned to the hospital 
were generally unable to receive subsequent care based on the results, because the necessary 
therapeutic technologies, such as chemotherapy and radiation therapy, were also not available.  
As access to state-run pharmaceuticals and equipment was cumbersome and often met 
with failure, physicians turned to informal networks of equipment and funding, largely 
comprised of foreign medical personnel and ties to former and current missionary teams. This 
reliance on the impulses of foreign volunteers and donations, however, was dependent on the 
flexibility of foreign medical licenses and semi-porous boundaries, which allowed the mobility 
of equipment and personnel into and through Ethiopia. A Danish anesthesiologist, scheduled to 
work at Gelel Christian Hospital for some time brought an anesthesia machine. After arriving, 
however, he decided not to stay, but left the machine in customs where the Ethiopian authorities 
had decided it was too out-dated to import into the country. The hospital’s nurse anesthetist 
described using his annual leave from the hospital some months later to go to the capital to 
retrieve the machine. In the end, this anesthesia machine remains an often repaired but daily-used 
piece of equipment.  
The cautery machine too was a gift from a visiting American surgeon five years prior. 
Though the machine continued to work, the necessary tips and pads needed replacing and the 
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hospital’s surgeon was quick to place a request for these tips from the visiting American 
surgeons when they came to the hospital. This represented an improvement over the situation at 
the Gelel Public Hospital:  
Dr. Tesfaye said that the patient monitoring machine that monitored EKG, BP, 
and pulse rate was down. Cautery was also not working. He said that he had 
prayed through all ten thyroid cases last week. A “thyroid storm24” was possible 
and there were no good drugs and no monitoring available to prevent or manage it 
if it occurred. There was no replacement for the patient monitoring machine, 
because it had been a donation. It has been repaired 3 or 4 times, but now it is just 
broken. It replaced the anesthesia machine provided to the hospital by the 
government. Dr. Tesfaye said that the last 3 weeks he has been suffering from 
gastritis because of stress and last night it got so bad he gave himself IV 
cimetidine25. He said that he wouldn’t let someone operate on him without the 
monitoring and that it wasn’t worth the risk for an elective surgery. For 
emergency surgery it was a different story, because there was no choice but to 
operate, but for elective surgery there was no use in risking a patient’s life. 
(Fieldnotes October 16, 2013) 
 
 His attempts to obtain replacement machines from the state were met with endless 
bureaucracy, forcing him to cancel most elective procedures, such as these thyroidectomies and 
give up an NGO-funded project. This exacerbated his already keen sense of disconnection from 
an ideal surgical practice and contributed to his eventual resignation from the hospital. The 
disjuncture between this biomedical imaginary and the clinical reality was most starkly revealed 
by the very technology that was needed to mitigate it, suggesting the impossibility of attaining a 
satisfying level of practice within this space. 
 A visiting surgeon from Kenya, Dr. Lynette, brought with her a suitcase filled with 
supplies from her more generously funded mission hospital when visiting her former colleague at 
Gelel Christian Hospital, Dr. Gamachis. Dr. Gamachis had scheduled a young patient with 
																																																						
24 Thyroid storm is an acute and life-threatening condition resulting from the sudden release of large amounts of 
thyroid hormone in people with hyperthryoidism, such as goiter. It is usually triggered by stress, such as an infection 
or surgery. 
25 Cimetidine is a medication used for ulcers and GERD [heartburn] that works by blocking acid production in the 
stomach. 
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hydrocephalus for an operation during Dr. Lynette’s visit because she was able to bring the 
necessary piece of equipment, a ventriculoperitoneal shunt (VPS)26 for the surgery. Dr. 
Gamachis’ visible excitement about the procedure was evident. 
He eventually went to his office, which was locked. He unlocked and pulled out 
the Roxy suitcase that was sitting behind his desk. He opened it and took out the 
VP shunt and tunneler. The suitcase is filled with things that I believe Dr. Lynette 
brought with her from her hospital. Dr. Gamachis had called her and told her 
about the hydrocephalus patient, so she had brought the shunt especially for this 
case. Dr. Gamachis kept looking at the tunneling instrument in the package and 
saying “So nice. It’s so nice.” (Fieldnotes August 16, 2013) 
 
 The availability of this surgery and the surgeon’s ability to perform it was dependent on 
his connection with the visiting Kenyan surgeon. Her own generosity was enabled by the 
donations of American missionaries, who were responsible for the management and funding of 
her hospital in Kenya. The VPS thus serves as a technology of mediation for the surgeons, 
through which they can provide access to “good” medical care for their patients. The 
tenuousness of this technology, however, serves to highlight the absence of the ability to resolve 
these contradictions on a daily basis.  
 Informal connections to transnational networks of equipment and resources thus represent 
an important way in which physicians are able to maintain their biomedical practices and thus 
their connections to an ideal set professional standards. While American physicians and patients 
are described as increasingly dependent on formal corporate entities for pharmaceuticals and 
technology, Ethiopian physicians are only tentatively connected to such formal networks. 
Instead, the transnational movements of these same pharmaceuticals, resources, and technologies 
																																																						
26 A ventriculoperitoneal shunt is a device used to treat hydrocephalus, a condition of cerebrospinal fluid excess in 
the brain. The shunt is run from the brain to the abdomen to allow a pathway for the excess fluid to drain. It is then 
absorbed in the abdomen.  
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rely on both the formal networks of physicians in the United States and the informal connections 
Ethiopian physicians can make with their American counterparts to secure access to donations.  
 In addition to the fickle nature of resources, equipment, and ability to repair them, the 
flux of hospital physicians and its chronic understaffing contributed to physician burn-out and 
made establishing patient follow-up and functional hospital systems difficult. Understaffing was 
particularly evident at the Gelel Christian Hospital because the government did not assign 
physicians to the hospital for a certain amount of time. Instead, the hospital often relied on 
“contract” general practitioners, who came to earn additional money during their month-long 
annual leaves from their primary positions, usually assignments at government hospitals.27 This 
meant that they usually had little investment in the hospital or if they did, their attempts at 
improvements generally collapsed upon their departure. Specialists were more permanent, but 
also harder to attract, given the rural location of the hospital and the supposedly less than 
competitive salaries. Thus, GCH was without a general surgeon for a month and without a 
gynecologist for almost five months while I was there.  
 As the hospitals were chronically understaffed, the physicians were generally 
overworked. This situation was not unique to either hospital, as even when both were fully 
staffed, there was only one general surgeon and one gynecologist employed at each. This meant 
that these specialists were on call for the hospital at all times throughout the day and every day of 
																																																						
27 One of the great frustrations among the Ethiopian physicians was their lack of autonomy and choice within the 
government hospital system. The Ethiopian medical training system was government administered and funded and 
as such, graduating young physicians were required to provide services in a government hospital for 1-3 years, 
depending on the location and service level of the hospital. After this time they were supposed to be granted their 
licenses and given the opportunity to pursue specialty training or other employment opportunities. Again after 
specialty training the physicians owed the government additional years of service. Many of the physicians resented 
that they were unable to make more choices about their employment and were confined to the low salaries and 
lackluster living conditions of the government hospitals. One specialist in particular was unable to get released from 
the government hospital because they would not process his paperwork as they were unable to get a replacement. He 
was trapped at the hospital despite having completed his required service, unable to find alternative employment 
without the requisite paperwork. 
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the week, except for their annual leave. Many physicians, especially the surgeons did not take 
their leaves because they did not want to leave the community with out surgical or gynecological 
services.   
 This situation was compounded, particularly at Gelel General Hospital, by possibly well-
intentioned but poorly executed national initiatives, designed to meet international objectives to 
reduce global health disparities. One in particular, to improve maternal health by providing free 
hospital-based maternal care for all women, was described by the gynecologist, Dr. Bedassa, as 
successful for individual patients, but unsustainable for the hospital from a financial standpoint. 
The patients do not pay any costs whatsoever for maternal care. Since September 
2012, it has been completely free. Before that time, only the procedure was free 
and the patients covered the other costs. No one pays for these procedures, but 
rather the costs are put off on other patients through raising the costs of other 
services at the hospital. (Dr. Bedassa) 
 
Dr. Bedassa expressed that for the women it was a valuable program, because many of 
them would otherwise not be able to come to the hospital. However, from his perspective: 
for the hospital it is a failure… Definitely it needs some assistance from NGOs… 
because without some financial support the hospital will collapse in a few years. 
[As the] government will not let money down [to cover the cost], the hospital 
needs to look for NGOs to help with maternity service. [Overall it is a good policy 
for helping increase institutional deliveries] but it is not sustainable.  
 
 Dr. Bedassa did not mention in his assessment that it was also unsustainable for the 
physicians expected to manage so many more patients, as the number of hospital deliveries and 
prenatal patients sky-rocketed. After three years at this hospital, he was desperate to leave, not 
only because of the untenable workload, but also because of his desire to pursue academic 
medicine at a teaching hospital. Global standards of care as established by international agencies 
thus structure the professional expectations of physicians at a local level, but without the 
connections to formal resources necessary to implement them in a meaningful way. 
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Disconnection from formal networks results in a turn to informality through requests to NGOs 
and donations, along with innovative practices, such as training hospital GPs to perform cesarean 
sections and maintaining a grueling schedule of personal commitment to patient care. Indeed 
specialists at this state-run hospital appealed to an international NGO to build an additional 
maternity wing to help house increased numbers of patients. 
Ethiopian physicians primarily entered medicine because they were academically able to 
do so, recognized through superior exam scores to be among the academic elite of Ethiopia. 
Through their training they came to expect involvement in an intellectually-stimulating and 
privileged profession along with membership in an imagined global medical community that had 
the potential to transcend the disconnection they faced as both nationally and ethnically 
disconnected from power. Many felt their professional success would result in status and 
autonomy that would allow empowerment and ability to make social and political change. They 
also ascribed to the expectation of the moral good of medicine in its ability to cure and care for 
people, particularly among the physicians in this community, which were significantly 
underserved. The ultimate inability to realize the tenets of this imaginary within this rural 
community resulted in frustration and ultimately the departure of the physicians. 
These conflicts arise because of this universalized set of professional ideals that function 
as a disciplinary regime for physicians, but remain unachieved because of the structural 
constraints described above. The ways in which physicians attempt to manage and resolve these 
dilemmas is an integral part of how biomedicine is practiced in this setting. Attempting to adhere 
to professional norms and engage in a personally and professionally satisfying practice requires 
these physicians to access informal networks and practices that rely on the flexibility of 
biomedical information, people, and resources. Though occasionally successful, more often these 
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attempts at adherence to universalized standards results in a redefinition of boundaries of 
exclusion. 
 
Innovations and frustrations in Ethiopian Medicine 
The innovative and creative ways in which physicians managed the aforementioned dilemmas 
allowed them, at least to a certain extent, to resolve the tensions. Their management was 
achieved through three primary mechanisms: (1) an acceptance of pluralistic practices within 
biomedicine by both patients and physicians, (2) improvisation with the resources available and 
confidence in clinical skills and that which is possible despite lack of resources and, (3) a 
constant search for alternatives and ways out. These attempts at resolution require physicians to 
move outside of official or sanctioned channels and standards to obtain necessary equipment and 
additional education. Establishing informal networks of resources, information, and 
communication allows Ethiopian clinicians to move closer to the idealized medical practice of 
the biomedical imaginary in which patient care reflects humane and technologically-
sophisticated standards and doctors maintain autonomy and intellectual engagement within their 
practices.  
As detailed above regarding AKI, physicians regularly discussed diagnostics and 
management that were impossible in this hospital but represented knowledge of “gold standards” 
of biomedicine. The physicians’ expressions demonstrated their commitment to the universal 
paradigms of biomedical practice and preserved biomedicine as intellectually engaging. It 
allowed these practitioners to at least discuss ideal alternatives, even when they were hugely 
constrained to few real options on the medical wards. As information technologies that represent 
American biomedicine within this transnational space, Harrison’s and UpToDate, serve as non-
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human actors within the clinical encounters and interact with physicians in attempts to mediate 
the disjuncture between imaginaries and clinical realities (May et al. 2006). These technological 
interactions, however, reveal the impossibility of the imaginary as they remain static and 
discontinuous with the most recent research and technological innovations because of their 
disconnection from the informational networks that create them. Thus UpToDate fails to remain 
as its name implies but serves to represent the emphases on ever-evolving evidence based 
medical practices and imaginaries of time-space compression made necessary by neoliberalized 
biomedicalization.  
 Scarcity of resources and personnel resulted in physicians being more open to pluralistic 
medical traditions. This adaptability was evident in physicians’ consideration of traditional and 
spiritual healers as viable alternatives in some medical situations. There was a fluidity of 
discussion around traditional bone-setters by both patients and physicians. Patients reported 
seeking them out, particularly when the general surgeon, who was very competent in 
orthopedics, was not available. For patients, however, it was also an economic decision. These 
bone-setters were located in villages and often charged only a few Ethiopian birr, while patients 
often traveled for several days to reach the public hospital and without a letter attesting to their 
poverty, had to pay several hundred Ethiopian birr.  
The pluralistic practices of the physicians were also evident in their ability to draw from 
cutting edge biomedical practices alongside equipment and techniques long abandoned in 
American academic medical centers. In obstetrics for example, Dr. Bedassa strove to complete a 
fetal ultrasound on every antenatal patient who walked into his clinic, using a relatively new 
ultrasound machine and measuring all components necessary for a second trimester anatomy 
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scan.28 However, he also relied on a Pinard horn to measure fetal heart rate, because the hospital 
did not have a fetal heart rate monitor. Ethiopian physicians drew easily from across the stages of 
medicine defined by Clarke et al. (2010), perhaps destabilizing the notion of such stages’ 
relevance across settings. 
 
  
Figure 4-1: A Pinard Horn 
 
The physicians relied heavily on improvisation and their clinical skills to relieve the 
tensions of practice in this setting. As detailed above regarding AKI, physicians regularly 
discussed diagnostics and management that was impossible in this hospital setting, but 
represented knowledge of “gold standards” of diagnosis and management. Initially I thought that 
the statistics and more technologically sophisticated alternatives that were discussed on morning 
rounds were meant to be a way of impressing the American ethnographer. However, I noticed 
that these same physicians did the same with other staff and colleagues. This seemed to 
demonstrate physicians’ commitment to the universal paradigms of biomedical practice and 
preserved biomedicine as intellectually engaging. It allowed these practitioners to at least discuss 
																																																						
28 A fetal anatomy scan is usually performed at 18 – 20 weeks of pregnancy and assesses growth and development, 
as well the amount of fluid surrounding the fetus and the position of the placenta.  
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ideal alternatives, even when they were hugely constrained to few real options on the hospitals’ 
wards.  
 The ability of some of these physicians to accomplish diagnostics with little equipment 
was consistently impressive. Dr. Lynette used the small portable ultrasound machine to conduct 
cardiac ultrasounds for patients unable to make the journey to obtain an echocardiogram. Though 
imperfect, this imaging allowed much desired confirmation of clinical suspicions based on heart 
sounds heard with a cheap stethoscope. Physicians routinely relied on their ability to diagnose 
patients clinically, though they almost always ordered follow-up laboratory studies and imaging. 
When the imaging or laboratory results did not confirm their clinical findings, however, they 
were cast into doubt, with most of the physicians pointing out possible lab errors and poor 
imaging quality. This is in stark contrast to American medical practices that rely heavily on 
laboratory results and imaging modalities and often use them to the exclusion of a physical 
exam.  
Several of these practitioners dedicated themselves almost entirely to their patients, 
realizing that if they did not come to their aid, there were no alternatives. This meant Dr. 
Gamachis cutting short a trip in Addis Ababa to rush back to the hospital to attend to a post-
operative patient with a possible bile leak and Dr. Bedassa taking only one of his annual leaves 
in three years. The systemic constraints of inadequate resources, understaffed hospitals, and lack 
of ability to practice biomedicine as they were trained to resulted in physician resistance through 
improvisation and in some cases devout commitment to their patients, as ways to commit to 
“good doctoring” despite constraints.  
 Finally, many of the physicians were constantly searching for alternatives and ways out 
of the system in order to engage in medicine as an intellectual endeavor and uphold standards of 
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“good doctoring” in the face of the constraints discussed above. Several of the surgeons working 
at both hospitals were trained through an American missionary organization. This organization 
allows surgeons to complete their specialization at missionary hospitals throughout Africa, 
working with highly skilled American surgeons and with cutting edge technology donated by 
organizations. These networks also provide the surgeons with the ability to obtain resources, 
support from like-minded colleagues, and if necessary, alternative placements in missionary 
hospitals throughout Africa. Indeed after eight months at Gelel Christian Hospital, Dr. Gamachis, 
the surgeon, frustrated with the suffocating intellectual and practical constraints, appealed to the 
organization and left Ethiopia for an alternative placement in a mission hospital working with 
another surgeon and several residents. 
Dr. Tesfaye, another surgeon, networked with an Italian NGO to set up several projects in 
the community, including a thyroidectomy project for patients suffering with goiters. The NGO 
was able to fund all of the surgeries, including additional bonus payments for the staff that 
participated in the project. As described above, however, the inability of this surgeon to obtain a 
working cautery machine made him unwilling to engage in elective surgeries with a high risk of 
blood loss, such as thyroidectomies, resulting in him abandoning the project. 
Dr. Tesfaye also networked with an American orthopedics organization that provided him 
with the necessary tools and equipment to do orthopedic surgeries. These sources of funding and 
additional programs both improved patient care and allowed surgeons to engage in intellectually 
stimulating surgeries. As the equipment was limited, however, patients were required to return to 
the hospital one year following their surgery to have the equipment removed, so that it could be 
sterilized and reused for another patient. Additionally, the organization that provided the 
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equipment was very critical of the Dr. Tesfaye’s low number of orthopedic surgeries, about 
which he expressed outrage: 
“I know they are not happy. I’m doing those who come. I am a general surgeon 
doing ortho on top of that.”  He explained that he had advertised at area hospitals, 
but that he was extremely busy. “So they blame you without knowing the real 
situation.” (Fieldnotes October 11, 2013) 
 
 Many physicians sought out training in places outside of Ethiopia and an important part 
of interactions with foreign medical volunteers was the establishment of connections for 
potential opportunities. After working in a university hospital wherein some of the surgeons were 
Swiss volunteers, one Ethiopian surgical resident was able to secure an opportunity to obtain 
further training in trauma surgery in Switzerland. Another Ethiopian surgeon used his time in the 
operating room with American volunteers to express to his captive audience his desire to pursue 
further training in hepatobiliary surgery, not available in Ethiopia. Though many of these 
attempts at establishing transnational connections fell through, those that were successful 
represented a valuable resource for the clinicians to obtain otherwise limited training 
opportunities. 
 
Disenchantment with Biomedicine and its Transformative Possibilities 
Ultimately, the innovations and alternatives used by the physicians in these two hospitals failed 
to mediate the exclusions they faced from professional expectations and the global medical 
community as they were conceived of through a globalized biomedical imaginary. Indeed many 
of the “global health” projects that provide access to technology and training opportunities also 
exacerbate the disconnection felt by Ethiopian practitioners, highlighting their lack of mobility 
and subordinate position in the global medical hierarchy. For some these exclusions and 
disconnections resulted in movement from the community hospitals to university settings that 
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they felt were more likely to insulate them from the severe resource and personnel shortages. 
Almost all of the general practitioners spoke of their intentions to pursue specialization in 
general surgery because of the perception that surgery would allow for active patient care, as 
expressed by Dr. Tefere: 
Basically I am a kind of person who likes to see someone helped, to see someone 
get relief from something and in the medical school career and in my practice, my 
short-time practice in the public hospital, I was with internists, surgeons, and with 
gynecologists. The internists, they know many things about the patient diseases 
and they know how and when this patient is going to die. They know what's going 
to happen. Even they can estimate at which minute this patient is going to die, but 
they cannot intervene. But the surgeons can intervene. They can save lives. The 
outcome is better with the surgery. 
 
Importantly, for many of the surgeons and gynecologists the exclusion and conflicts remained 
unresolved despite their further training and prompted their eventual departure from Ethiopia or 
from clinical practice altogether. None of the physicians and surgeons included in this project 
remained in practice in this community upon the conclusion of the study eight-months after it 
began. 
Biomedical processes in this setting represent a unique set of spaces and practices. This 
“global health” space is constructed at the intersection of multiple transnational networks of 
people, ideas, and resources, embedded in a borderland between an exclusionary stratified 
biomedicine and an insistence on preserving the intellectual moral professional underpinnings of 
a globalized biomedical community. The unequal mobilities within these networks results in the 
production of disconnected clinical spaces that are wrought with tensions between ideals of good 
doctoring, as defined through a biomedical imaginary, and the structural constraints present in 
these clinical realities. The tensions within these interactions contribute to the production of 1) 
local medical economies rooted in transnational networks, 2) novel forms of personhood, 
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specifically politicized patients, and 3) biomedical practices reliant on a mosaic of techniques, 
explanations, and assumptions, redefining biomedicine itself.  
The biomedical imaginary incorporates both scientific and moral dimensions of 
contemporary processes of biomedicalization and functions as a unique type of social imaginary. 
Ethiopian physicians embody multiple social imaginaries in addition to the biomedical 
imaginary, including those of the nation and community, which often exist in conflict to their 
professional ideals. This straddling of social worlds produces professional and moral conflicts 
among physicians. The imagined global medical community exists as part of the biomedical 
imaginary and represents a set of expectations and ideals for membership. This friction-laden 
clinical space, however, marginalizes and excludes Ethiopian physicians from this imagined 
community, as well as from the achievement of idealized clinical practices, maintaining their 
positionalities as secondary citizens. This exclusion and marginalization ultimately contributes to 
physicians’ dissatisfaction and shortages in severely underserved communities.  
 
Conclusion 
 
Understanding the dynamics of clinical practices and conflicts, as well as the informal 
mechanisms physicians use to address them within the rural Ethiopian setting is important for 
several reasons. The increasing marginalization produced by the biomedical imaginary is not 
attenuated by physician attempts to engage in creative, informal, and alternative practices and 
opportunities. Though temporarily allowing doctors to engage in intellectually and morally-
satisfying clinical work, the systemic failure to make available adequate resources and 
technology alongside continued marginalization of clinical spaces and practitioners outside of 
the global North, ultimately results in the inadequacy of these attempts.  
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    Understanding variegated contemporary biomedical processes more fully requires their 
observation and analysis within diverse settings. Medical spaces outside of the global North are 
not separate from the processes described in U.S.-centric accounts, but rather represent an 
integral part of comprehending the complexities and mobilities of always transnational 
biomedicines and their imaginaries. Elucidating the connections and co-constructions of rural 
Ethiopian and American academic medical centers aid in fuller understandings of both and 
ultimately have the potential to improve patient care. Importantly, as will become more clear in 
further chapters, multiple biomedicines can exist in one particular space-time and be constructed 
through varying conceptions of spatiality and temporality. This is especially true in transnational 
biomedical spaces that are located in a borderland between postcolonial and biomedicalized 
temporal discourses.  
The biomedicine discussed in this chapter is constituted through disjunctures between the 
pitched uncertainty of neoliberalism and the moral and technoscientific idealism of the 
biomedical imaginary. In this space, neoliberalism is productive of informal networks and 
improvised solutions in response to the disconnection and uncertainty that characterizes the local 
political economy. As ambivalent subjects within this space, Ethiopian physicians attempt to 
mediate the disjunctures through a commitment to a morally and professionally-satisfying 
clinical practice. The very technologies of mediation, however, reveal the impossibility of 
realizing the biomedical imaginary in this space.   
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CHAPTER 5  
 
Clinical Frontiers and Modular Medicine: 
Constructions of spaces, subjects, and technologies in American medical missions 
 
There were no preauthorizations. There’s no lab. You’re required to be really 
understanding or in tune with the patient. Not a lot of paperwork. And not a fear 
in the background, if you did overstep a little bit by prescribing this or 
prescribing that, its not… you’re not looking at the lawyer coming in the next day. 
The whole idea was not looking at all the bureaucracy we look at in today’s 
medicine up here [in U.S. medicine], but looking at how can I truly help this 
individual. I guess that it was more pure. (Dr. Peterson) 
 
 
This chapter will examine the tensions between assumptions and discourses of mobility and 
flexibility and the boundedness and embeddedness within the transnational medical space 
created by American volunteers on medical missions. As discussed in previous chapters, 
temporary and unpredictable networks of medical resources construct an unsettled biomedical 
space, wherein medical procedures, safety practices, and technologies are often dependent upon 
unreliable transnational flows of people and equipment. Within Gelel’s hospitals, access to 
certain kinds of care depends on physicians’ and hospitals’ access to informal networks of 
funding and donations. The tension between the flexibility and the mobility on which these 
networks depend and the disconnections and informality they require represent a paradox of 
global neoliberal capitalism. Mobility of people and things across partially porous borders relies 
on limited access to formal networks for those already within the spaces into which those with 
flexible privilege move. It is further paradoxical because once moved, new borders and 
boundaries are established that promote disconnection and exclusion, reproducing hierarchies 
resisted by Ethiopian physicians and rhetorically dismissed by American volunteers. 
 The American construction of the transnational medical space within this Ethiopian 
hospital can be fruitfully understood as a “frontier,” defined by Tsing (2005) as an imaginative 
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discourse that is productive of practices, subjectivities, discourses, and embodied by practitioners 
and patients. Construction of the space as a frontier by American medical missionaries allows for 
a particular type of lawlessness, carelessness, and arrogance in which American practitioners are 
situated as engaged in heroic missions of salvation, necessitating the displacement of bodies, 
people, and things through discourses of urgency and superiority. Particularly in relationship to 
Gelel Christian Hospital, the collective actions of individuals engaged in these types of projects 
over decades have created a dynamic in which the hospital’s existence depends on the networks 
sustained by these volunteers. This private hospital is disconnected from formal networks of 
resources in important ways and survives fiscally by addressing some of its immediate funding 
and resource needs through encouraging participation of American volunteer groups.29  
The American practitioners respond to and reproduce discourses of crisis, mirroring 
broader discourses of charity and humanitarianism. Many, though not all, of the American 
medical volunteers are aware that the short-term surgical projects are not ideal because they do 
not provide sustainable change in the hospital and address only particular needs of a small group 
of patients. They feel compelled, however, to respond to a perceived permanent state of crisis, 
produced through an assumed lack of structural improvements by the state or other entities, 
propagating the construction of their frontier imaginaries.  
The construction of the frontier space as void of active subjects and suppression of 
opposing discourses allow volunteers to ignore significant efforts by the state and local NGOs to 
establish systems that address the community’s medical issues. These include national health 
																																																						
29 While the same discursive and practical constructions take place in state-run hospitals, these hospitals are 
supported primarily by Ethiopian government funding and thus have a different economic relationship to medical 
volunteers that will not be explicitly addressed in this chapter. I will instead choose to focus on the practices and 
discourses of the volunteers within the private hospital, whose history is far more embedded in these transnational 
networks, at least in part because of its foundation as a mission hospital and its presence in the community since 
1947. 
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strategies that have implemented health service provider training programs and a tiered service 
structure that is anchored by hundreds of new health posts and hospitals, as well as safe 
childbirth initiatives and infectious disease programs. By failing to understand and thus take into 
account the historical contexts of “global health” projects in missions and colonialism, American 
volunteers are both propagators of and inculcated with this problematic discourse of salvation 
and heroism that ultimately undermines efforts at broader systemic change. This chapter is about 
the exclusions, erasures, and incomplete work that construct the medical mission trip as a foray 
into a frontier full of problems and adventure and in need of intrepid volunteers who attempt to 
remain disentangled from local sociopolitical contexts through technologies of modularity.  
The neoliberal processes that have enabled hierarchical constructions of borders and 
mobilities, also form the foundation for technologies of modularity, which rely on the use of self-
contained and mobile guidelines, set-ups, and expertise to allow projects to function “just like” 
they do elsewhere. The establishment of these projects seeks to produce outcomes that remain 
disengaged from friction-laden encounters with the local social, political, and economic contexts 
in which they are necessarily embedded (Appel 2012). The separation of products from the 
fraught instances of cultural production is a necessary element of global neoliberal capitalism 
(Tsing 2005). Making modularity requires a tremendous amount of work, including investment 
in boundary-making projects that construct enclaves from which project participants can 
disentangle their operations, moral identities, and political-legal presence from that which exists 
outside (Appel 2012). 
The hospital itself becomes the site of new and transformed boundaries, established by 
visiting foreign teams to delineate exclusive American spaces that are tightly controlled. These 
spaces produce project patients, whose bodies become physical sites of the intersections of 
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resources, practices, and people. Modularity as a technology of medical missions works in 
tandem with volunteers’ frontier imaginaries to construct biomedical enclaves into which those 
with privilege can move to fill the void, exoticizing locally normalized practices and constructing 
informal, often unsanctioned practices, as necessary. 
The constructions of mobile templates, resources, and experts within transnational 
medical projects is not new, with one early example being the Materia Medica Minimalis 
developed by the Joint Relief Commission of the International Red Cross in 1944 to allow 
flexible standardization within mobile responses to crisis (Redfield 2013). More recently, the 
idea of a “humanitarian kit” has been used by many organizations, including Medecins Sans 
Frontieres (MSF), which allows an organization to deliver everything their experts will need to 
carry out a specific humanitarian activity within a short time frame (Redfield 2008). The use of a 
“kit” allows several important discursive and material practices, including bringing into being 
standardization and replicability of infrastructures and labor regimes that do not possess an 
inherent sameness (Appel 2012; Latour and Woolgar 1984). Additionally, it allows 
disconnection from uncertainties and instabilities of the contexts into which they move and 
creates a materialized memory that embeds previous experiences into new settings through the 
inclusion of specific technologies and resources based on their performance in the past (Redfield 
2008). This disengages the modular project from not only a specific sociopolitical context, but 
also from the temporariness of involvement of specific volunteers.  
 During my fieldwork, a number of volunteer surgical teams came to work on projects for 
one to two weeks. Each team worked on one type of surgical problem and these included 
cataracts, cleft lip and palate, and uterine vaginal prolapse. Generally teams were fairly large and 
included not just the surgeons, but also operating room staff, nurses, and in the case of the 
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religiously oriented teams, evangelists. In addition, family members often accompanied the 
medical staff members, with several surgeons including their children as part of the team, even in 
the operating room. The teams varied greatly in their work style, organization, and comfort in the 
community, however, in several important ways they were similar. This chapter seeks to describe 
the ways in which teams constructed the community and hospitals in which they worked and 
how this impacted their practices. Despite variations in the organization and practices of the 
teams, they aimed for common stated objectives of providing as many surgeries to the 
community as possible within the time available and relied on similar organization of hospital 
space and personnel.  
 In the first section, I explore how the volunteer teams constructed the hospital space and 
broader community as a frontier in which the perceived lack of formal services and 
infrastructures produced patients in need of urgent help. I demonstrate how the mobility of the 
team members and their ability to move medical equipment and resources into this space requires 
the privilege of flexible citizenship (Ong 2006). This privilege extended into the operating room 
where they were easily able to cross generally secure borders within the hospital because of their 
membership in the global medical community and the medical licenses they carried from the 
United States. 
 Once in the hospital, the teams were all efficient at constructing new boundaries and 
setting up spaces of exclusion wherein they established new standards of practice and rules of 
engagement that were unique and separate from the otherwise Ethiopian hospital. The hospital’s 
dependence on the teams as informal sources of funding and resources encouraged Ethiopian 
administration and staff to make concessions to the team regarding practices and use of the 
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space. The American teams’ projects of exclusion of and from the rest of the hospital began even 
before their arrival.  
Prior to the coming of a cataract team, the GCH general surgeon, Dr. Gamachis, 
who also served as the medical director of the hospital, wanted the list of screened 
patients. I had been in contact, at the his behest, with the fourth year medical 
student that had come to the hospital nine months prior and had screened a 
number of patients both at the hospital and the outer clinics. When I emailed the 
student, he said that the list had been sent to the SEE team that was coming out 
and I left it at that. Gamachis was frustrated with the patient notification and 
recruitment. When I told him I was unable to get a copy of the list he said, “we 
should be notifiying people and having people come in an organized fashion. This 
is stupid” (Fieldnotes November 5, 2013). 
 
The construction of the hospital as a frontier allowed 1) the establishment of exclusive 
American enclaves that were tightly controlled by the teams and discursively and practically 
disembedded from the sociopolitical entanglements in which they were situated and 2) the 
sanctioning of informal medical and ethical practices that were the product of flexible privilege 
granted to volunteers on the basis of race and nationality. The second section interrogates these 
shadow practices that pushed ethical boundaries and undermined standardization in the name of 
the frontier. 
 Finally, Ethiopian medical personnel at the state and community levels did not easily 
accept these surgical teams’ discourses and practices, resulting in significant resistance to their 
establishment of these enclaves and exclusion of Ethiopian professionals and procedures. 
Relationships between Ethiopian and American practitioners were largely contingent on 
resources that could be obtained from the volunteers for the hospital staff, resulting in sticky 
engagements. Securing these resources commanded a significant amount of energy from the 
Ethiopian staff working in proximity to the Americans and resulted in conflicts between the 
volunteers’ narratives of salvation and the Ethiopians’ attempts to maximize the value of the 
exchange.  
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 This chapter demonstrates the technologies of modularity and flexibility that allow 
medical missions to function in specific ways and their dependence on the very informal 
practices and economies they work to distance themselves from. It also addresses the 
incompleteness and resistances to this project and the daily work that must be done to maintain 
it. Finally, it presents potential consequences of these constructions of the hospital as a frontier 
and the subsequent establishment of a boundaried medical mission enclave with particular 
practices, subjectivities, and discourses as undermining systemic changes in Ethiopian medical 
settings that would improve care for physicians and patients.  
 
Mobility and Borders: Constructing medical mission spaces as frontiers 
Time moves so quickly that results precede their causes and the devastation 
expected behind the line of frontier expansion suddenly appears, as it seems, 
ahead of its advance (Tsing 2005: 33). 
 
Anna Tsing (2005) discusses the frontier as an “imaginative project capable of molding both 
places and processes” (Pp. 32) that exists at the boundaries of savagery and civilization, legality 
and illegality, collaboration and hostility, and public and private spheres, among others. This 
imaginary involves understanding the space as uninhabited and wild and assumes the unfettered 
mobility of the intrepid and rugged individual as a settler or pioneer moving into this untamed 
space. The understanding of medical missions as located on this boundary helps us to 
conceptualize both the mobility and flexibility of the volunteers and their assumptions of the 
space, the people and resources available within it, and the way their work is situated in relation. 
Furthermore, it allows us to conceptualize the ways in which many of the practices that occur in 
this setting are the result of this imagination and represent assumptions of lack and emptiness, as 
well as a dearth of alternatives. These imaginations result in informal and ad hoc practices based 
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on personal moral assumptions and individual accountability that disrupt ethical and safety 
protocols considered standard practice in the United States and other “modern” medical settings.  
 
Spatial Constructions 
 
Following Brada’s (2011) research in Botswana, this work understands “global health” as an 
imaginative project in which spaces and subjects are constructed in relation to one another, 
specifically showing that as a modular technoscientific project, medical missions rely on 
frontiers. The creation of a frontier allows American volunteers to imagine this Ethiopian space 
and its occupants in particular ways, allowing erasures in which “material and discursive” work 
is done to present “empty landscapes as in need of improvement by non-local actors” (Safransky 
2014:237). This has consequences, both practical and material, for the volunteers, Ethiopian 
staff, and patients.  
The perceptions of these frontier landscapes as empty offer opportunities of adventure 
and attract those desiring to try their hands at taming exotic pathologies with only limited 
resources. This also constructs the space as a sort of lawless or ungoverned area in which 
practices are necessarily more informal and less regulated.  
I walked in on a discussion in the operating area between several of the team 
members. They were talking about patient privacy because one of the team 
members was taking pictures. Someone asked if they needed to get permission. 
They collectively decided that it probably didn’t matter, because someone asked, 
“Does HIPAA [Health Insurance Portability and Accountability Act] apply 
here?!” laughing30. They all laughed together. Later in the day, Temesgen [an 
Ethiopian surgical tech who also worked for the team as a patient recruiter and 
																																																						
30 In this context, the team members were referring specifically to the HIPAA rules regarding health information 
privacy. The United States Department of Health and Human Services provides the following explanation on its 
website: “The Office for Civil Rights enforces the HIPAA Privacy Rule, which protects the privacy of individually 
identifiable health information; the HIPAA Security Rule, which sets national standards for the security of electronic 
protected health information; the HIPAA Breach Notification Rule, which requires covered entities and business 
associates to provide notification following a breach of unsecured protected health information; and the 
confidentiality provisions of the Patient Safety Rule, which protect identifiable information being used to analyze 
patient safety events and improve patient safety.” http://www.hhs.gov/ocr/privacy/index.html; Accessed on January 
27, 2015, 8:38 pm CST. 
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translator] brought by consent forms and explained that the patients had to sign 
them. “It’s a legal issue,” he explained. Although this happened after several 
surgeries had already been completed, he insisted on it, stapling the consent forms 
to the team’s screening forms. Several team members expressed surprise about the 
consent forms. (Fieldnotes November 22, 2013) 
 
Free mobility of people and objects is assumed and barriers to this mobility are questioned and 
resented by the volunteers. The presence of established regulations and standards of practice, 
made obvious here by Temesgen, presented a conundrum for the team members. The 
assumptions of emptiness and desperate need made about this place by the volunteers necessarily 
include an assumption of a lack of formalized procedures and requirements, such as Patient 
Privacy Laws or official consent forms. Interestingly, despite language barriers and very limited 
informed consent, the patients were assumed to have lower expectations for their surgical 
outcomes and comfort.  
 I think the patients here have much more basic expectations. I think some of them 
are going into surgery and they might die and they’re worried about that, but 
they’re also somewhat fatalistic about it. And you know obviously the patients in 
the United States are much more demanding of a certain level of quality and 
attention and local anesthetic, you know, before your IV. (Dr. Hope) 
 
The assumptions that patients in the global South have higher pain tolerance is a common 
narrative in “global health” settings, allowing an essentialist “othering” of patient bodies 
(Livingston 2012). American health care workers in Ethiopia likewise commented on the 
stoicism and resilience of Ethiopian patients, as compared to those they worked with in the 
United States. This directly contradicts discourses of of universal bodies and biologies that are 
essential to the modular project that is engaged by these teams and represents a type of bodily 
and sensory amputation that must occur for modularity to be produced. 
The existence of regulations and their enforcement draws into question the assumptions 
of the space as a frontier requiring American intervention at all levels of practice. By 
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undermining these imaginations, the urgency of the entire project and its moral underpinnings 
are shaken. This was not an isolated incident, but a series of events that took place for each team 
that visited, as well as for physicians involved in projects elsewhere. When assumptions of 
scarcity, emptiness, or “Third-Worldness” were challenged, volunteers worked hard to 
reestablish the significance and moral goodness of the work they were engaged in. This circling 
of the wagons occurred through references to the desperate or uncivilized nature of the patients 
and assurance that although not perfect, the project remained necessary given the lack of 
alternatives.  
 
Temporal Constructions 
The constructions are not only of space, but also time: “… there’s some piece of this being a 
cross-cultural, international, rural, versus high-tech city in the United States kind of experience. 
There’s also a time warp” (Dr. Hope). She goes on to describe that the type of equipment and 
reuse of masks and endotrachial tubes is unsurprising to her because it is the way medicine was 
practiced in the United States in the 1980s when she was doing her medical training. Indeed she 
describes that some people may distrust the ways of doing things here because they are 
“antiquated,” but having worked that way in the past with good outcomes, she does not 
inherently distrust the systems or equipment. These spatiotemporal configurations are 
determined by the American practitioners to fit their imaginative project and serve to structure 
knowledges, practices, and discourses that emerge within this space [cf. Fabian 1983; Said 
1979]. Indeed, the knowledge of the past from a particular space and perspective and the act of 
discursively making that past equivalent to a spatially distinct present, allows the assumption of a 
necessary and logical progression from the “primitive” present to the “modern present.” This 
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epistemic violence negates the possibility of alternative modernities and is an essential part of the 
a sociopolitical context that allows contemporary constructions of the “other.”  
 
Constructions of Mobilities  
The abjection and innovations of Ethiopian physicians addressed in the previous chapter create 
spaces of opportunity for teams of volunteers, both because the teams are privileged and mobile 
and because they represent an important human network of resources and sources of training. 
This represents what Ferguson (2006) determines are “highly selective and encapsulated forms 
of connection combined with widespread disconnection and exclusion” (Pp. 14). These 
transnational connections draw on “universalist principles and globally spatialized networks” and 
function to produce informal economic links and possibilities of membership in professional 
communities beyond the national level. Local physicians and hospital administrators fuse 
grassroots efforts and the global in what Ferguson and Gupta (2002) refer to as a 
“transnationalized local,” through which vertical hierarchies may be challenged. This network 
building relies on connections with volunteer groups, but is fraught because the teams 
themselves undermine the claims of sovereignty and recognition made by the local actors who 
access these informal networks. The very connections that allow for increased access to 
resources and cultural capital also demonstrate to local practitioners their abject status in 
comparison.  
 Mobility is a privilege because it affords access to new opportunities for funding and 
education. Almost all of the Ethiopian physicians I worked with actively sought opportunities to 
go abroad in some capacity and were severely limited in their ability to do so at many levels. 
International requirements for licensure privileges those trained in Western countries, allowing 
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westerners to obtain medical licenses, at least temporary ones, with little effort beyond proving 
their licensure in their home countries. Even long-term licensing is only a matter of submitting 
paperwork to the correct agencies and paying a nominal fee.31 For Ethiopian doctors to practice 
in the United States, on the other hand, they must pass the United States Medical Licensing 
Exams (USMLE), as well as meet a number of paperwork and training requirements, which are 
difficult to accomplish under present conditions. This is both a time and cost-intensive process. 
According to one Ethiopian physician who wanted to do a surgery residency in the United States, 
there was no way to take the USMLE in Ethiopia, because the government did not allow it, 
purportedly in an attempt to limit the ability of their physicians to go abroad. The nearest 
location to sit the examinations was Nairobi, Kenya, 725 miles away from Addis Ababa. Thus 
mobility was severely restricted for Ethiopian physicians, who are unable to engage in reciprocal 
projects in the global North. Indeed, even in “global health partnerships” touted by many 
university and hospital programs, physician participants from the global South are generally 
relegated to observerships. 
 American physicians assumed their ability to move and practice medicine. Several 
expressed surprise at the few regulations that did exist, including that of obtaining a temporary 
medical license. This is in contrast to the requirements in the United States, which requires state-
specific medical licensing. Physicians reported being more able to engage in projects 
transnationally than to volunteer within the United States.  
																																																						
31 I do not know what procedures for long- and short-term licensing for all countries and am not sure what the 
Ethiopian policy for international doctors generally. I am aware of the short-term licensing procedures for American 
doctors specifically and had some discussions with European and Filipino doctors about long-term licensing, which 
as described above was fairly painless, if time consuming. There certainly were no additional exams required. I am 
not sure if this is extended across all countries, although a Kenyan surgeon did come and practice at the hospital for 
a short time and I do not believe she had her license. A few American doctors also practiced at the hospital without 
Ethiopian licenses and the hospital seemed unperturbed by this. I do not know what the government response would 
have been or how this is handled at government hospitals.  
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But when you’re doing international trips, there’s a lot of opportunities to go a lot 
of places where you do a 1 or 2 week trip, where you can kind of drop in, deliver 
surgical care, and leave. But in the United States, that’s just not as… issues with 
licensing and credentialing and malpractice really complicate your ability to do 
that. Even though there’s areas like in Appalachia… in some really rural areas, 
particularly in the South, but it just not… the red tape is huge. So if I go to any 
other state I have to have a medical license to do that. But you can go most places 
internationally with a U.S. license and operate. (Dr. Candace, American 
gynecologist) 
 
 The privilege and mobility evident in this passage is the result of the flexible citizenship 
enjoyed by the American volunteers, but not Ethiopian physicians.  
 
Constructions of Exceptionality 
The medical mission represents an exceptional experience for most American 
participants, some of who described it as a culmination of a lifelong dream to travel to Africa. 
The exceptionality of this space for the Americans was recognized by the Ethiopian physicians 
with whom they worked.  
For some of them, maybe, uterine rupture [a potentially life-threatening 
emergency usually occurring during active labor] is a miracle. But for me its 
[laughing] maybe it’s a daily practice. Seeing eclamptic conversion [potentially 
life-threatening maternal seizures during pregnancy or after delivery], for them is 
something that is miracle. But this is what I see maybe in a week or in a month 
and things like that. So that is the difference. So we see complicated cases 
usually. Those who come from abroad usually don’t see these complicated cases 
in their countries. So that is the difference.32 (Dr. Bedassa, Ethiopian 
gynecologist) 
 
Exceptionality is an important part of the discourse for establishing a frontier. Its 
difference and exoticism is what requires the establishment of bounded spaces and the movement 
of American medical supplies into the space. The exceptionality allows justification of informal 
																																																						
32 The conditions discussed by Bedassa, uterine rupture and eclampsia, are also seen in U.S. obstetrics practice, but 
to a much smaller extent because of the much greater proportion of American women who seek hospital care during 
pregnancy. Both conditions, though not unavoidable, can be made much less likely with careful management during 
labor and delivery.  
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medical practices and exclusion of Ethiopian staff. It also provides validation of the time and 
money spent by the volunteers to engage on this sort of trip.   
For Ethiopian physicians and staff, on the other hand, the medical mission is not at all 
exceptional, but expected and relied upon to sustain the hospital. Equipment and resources such 
as scrubs, suture, mesh, and ocular lenses are obtained from teams. Less tangible things, such as 
children’s school tuition, connections to further training, and employment opportunities are also 
sought and sometimes received by Ethiopian hospital staff members. The hospital relied on 
teams for significant income for things as routine as payment of staff salaries. A single 
gynecological team paid the hospital per patient they operated on, in addition to living expenses. 
For each of the team’s patients, they paid the hospital USD 175 for surgical supplies, operating 
room (OR) time, and hospital stay, which means that the team’s ten days of surgical time made 
up roughly 13% of the annual income of the hospital’s surgical department. This allowed the 
hospital to more than recuperate any funds lost by their own surgeon’s inability to work as usual 
during this period. In addition, teams often brought and donated scrubs and medical equipment, 
which were highly valued by Ethiopian staff.  
The teams also paid for housing and food and several hospital staff and their spouses 
were employed as cooks, laundry women, and porters for the team members, importantly 
contributing to the local economy. In a sense this functioned as a sort of tourism economy replete 
with young men from the community offering to take team members on a walking tour of local 
churches or villages on their day off. Other hospital staff worked to recruit patients, translate 
once teams arrived, and as drivers to and from the capital. As teams came every few months, the 
hospital community depended on this informal economy. It was informal inasmuch as jobs relied 
on connections one had to hospital administrators or employees. It also depended at least partly 
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on connections to team members or team organizers, who often requested individuals they felt 
were more qualified or trustworthy based on word of mouth or previous experience.  
 
Spaces of Exclusion and Shadow Practices: Informality and grit in the clinic 
The imagination of the empty landscape of the frontier includes assumptions about a lack 
of medical expertise, equipment, and supplies, including medication. This required a 
generalization of all the frontier spaces to which medical missions travel, allowing assumptions 
of ignorance and exotic practices in one place that relied on stories or experiences from another 
constructed as “just like” it.  
Dr. Douglas had done mission trips elsewhere, though it was his first time in 
Ethiopia. “Some more civilized and some…” he said smiling, implying this was 
one of the less civilized. I told him it was amazing that they had brought so much 
stuff with them. “Yeah, they do things differently here. Like they get one pair of 
gloves and then do ten cases.” Margaret, his wife, who was in the back of the 
room, exclaimed, “They do?!” Douglas nodded. I was taken aback. In the 
operating rooms I have been in in several Ethiopian hospitals, I have never seen a 
surgeon reuse a pair of sterile gloves and given that Douglas had never been to 
Ethiopia previously, I wondered where he had seen this happen. (Fieldnotes 
November 17, 2013) 
 
There is a lack of knowledge on the part of the teams about realities of the hospital and 
community, making it seemingly necessary for them to bring in all of their own resources and 
personnel. Being confronted with the Ethiopian clinical reality, in which many essential 
medications are available and knowledge of technologically sophisticated biomedicine is 
widespread among physicians, challenged notions of a void that must be filled by American 
supplies and personnel. This realization was made evident by one American physician, who 
regretfully explained, “So I spent a lot of my time and energy on the logistics on supplying us for 
the trip, only to find out that we could have got syringes and needles here and you know, half our 
medications or more… You know Obsa [the hospital’s nurse anesthetist] can do it [provide 
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surgical anesthesia], so could we, with whatever he’s got” (Hope). This recognition threatened to 
undermine the narrative of the empty frontier that provides the foundation for trip activities.  
The assumption that nothing is available within the borders as well as reliance on 
modular technologies of disentanglement, resulted in teams bringing items as mundane as 
ibuprofen from the United States. This medical mission “kit” facilitates the establishment of self-
contained spaces in which they use only their own materials and staff because they do not need 
to access many Ethiopian supplies. This modular technology precludes connections with the 
Ethiopian staff, because teaching without using locally-available resources is not useful and the 
exclusive enclaves resist inclusion of Ethiopian supplies as well as personnel. It also prohibits 
the development of locally-specific knowledges with available materials that would be useful for 
Ethiopian and American physicians working in this setting. 
Once arriving in the hospital, volunteer teams resort to setting up tightly bounded spaces 
of exclusion into and out of which movement of people, including patients, and resources are 
tightly controlled. Within these spaces there are attempts to adhere to some standards of best 
practice and technologies, while ignoring others, decisions that are often not dependent on the 
specific setting or resources available. The arrangements served to establish teams’ temporary 
sovereignty over the space, relegating the Ethiopian staff to other spaces. The modular project of 
the medical mission is facilitated by this spatial deregulation and rearrangements of power 
(Appel 2012).  
One of the teams arrived and spent the first night of their trip organizing and 
setting up their project space. I walked into the operating area the following 
morning and barely recognized it. The team had transformed the minor procedure 
room into the patient preparation and anesthesia room. The door to the procedure 
room was open and the main OR door was locked shut, so that patients and staff 
were forced to enter the minor procedure room (now the preparation room) and 
then traverse into the hallway to end up in the recovery area, which was 
transformed into the surgical area. This was ostensibly to keep the operating area 
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more sterile by allowing the anesthetist and his assistant in the prep room to 
monitor the flow of people in and out. Ethiopian hospital staff, used to using the 
main OR door, found themselves confused when faced with the locked door and 
then regarded with suspicion while they were questioned by the American 
occupants of the preparation room about the need for their presence within the 
space. The rest of the operating area was likewise transformed, eliminating access 
to the make-shift call room where the night staff slept and turning the general 
surgeon’s office into the “laser room” for the team [See Figure 5-1].  
 
 
Figure 5-1: Laser Room  
(Formerly the surgeon’s office) 
 
The back wall of the recovery area that held surgical supplies on shelves had been 
rearranged, allowing eight shelves for the team’s equipment, including packs of 
tools, bandages, and tape. The supplies that normally sat on the shelves, organized 
by the Ethiopian OR manager and staff sat jammed together on a few shelves on 
the far right. The team brought with them two portable autoclaves that allowed 
them independence from the hospital and the ability to work faster with less 
equipment. Equipment used by the team and the hospital’s own surgical 
equipment was kept entirely separate and the teams’ autoclaves were never used 
by the hospital staff for any of their surgical equipment. The autoclaves were 
connected to an electrical cord that snaked out of the room, attached to one of the 
two generators just outside the back door, assuring that they would not lose 
power, even if the hospital did. The other generator powered the 
phacoemulsification machines. The smell of gasoline from the generators 
permeated the back of the operating area. The rearrangement seemed to work well 
for the team, although I commented that perhaps it is good the surgeon left a week 
ago, because there would be no space for him to do surgery or see patients 
(Fieldnotes November 19, 2013). [See Figure 5-2]. 
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Figure 5-2: Map of American cataract team’s transformation of GCH Operating Area 
 
 
I initially thought it odd that there never seemed to be surgeons present during these volunteer 
projects though I gradually realized that it was likely a calculated absence, at least some of the 
time, by the Ethiopian surgeons, who must have quickly realized that there was little room for 
them in these American enclaves. Importantly, these absences left the hospital and its patients 
without a general surgeon. The team described above was one of the more chaotic, despite the 
amount of space and supposed flow they arranged. In an attempt to organize the team further, 
one of the American volunteers suggested that only team members be allowed in the operating 
area, referring specifically to keeping the Ethiopian staff out, who sometimes came in to observe 
the surgery and often helped with translation and finding supplies. The presence of the children 
of two American surgeons in the OR was not discussed as a crowding or organizational issue 
despite their lack of training and frequent disruptions.  
 The extension of American sovereignty through the Ethiopian spaces was not limited to 
the operating rooms. This same team arranged its living arrangements through the hospital and 
made specific requests. One of the organizers explained, “The SEE team is requesting the guest 
house and the surgeon’s house specifically… so they’ll just have to move out whoever is in 
there” (Margaret, September 5, 2013). In a discussion with hospital administration about these 
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arrangements, the CEO responded that they could not have the surgeon’s house because Dr. 
Gamachis was living there. He was also concerned that they had offered to pay significantly 
lower than the requested amount to use these buildings.  
 Within these exclusive American enclaves, standards of practice were established that 
were not necessarily determined by resource limitations or abilities of the team. Instead, the 
pervasive attitude that this clinical space was separate from the hospital and any established 
regulations or standards meant that team members assumed flexibility in safety and ethical 
procedures, as well as surgical ones. This follows logically from the construction of the space as 
a frontier and the medical mission’s employment of modular technologies that allowed 
disentanglement of sociopolitical contexts of the hospital and community. Many volunteers 
assumed that there were no already established guidelines and furthermore that their moral 
position as volunteers and Americans exempted them needing to follow either American 
standard guidelines or inquire about Ethiopian ones. A poignant example of this was the 
discussion within one of the teams of volunteers regarding the necessity of adhering to the use of 
a “surgical pause” or “Time Out” during project surgeries.  
During the team meeting, operating room procedures were discussed. Hope, one 
of the anesthesiologists, brought it up because she wanted to know how they 
would be identifying patients. “When we do our time out, I want to make sure that 
we have the right patient, for the right surgery. Not so we’re doing an abdominal 
incision on someone who doesn’t need one,” she said. There was some discussion 
about whether or not someone in the last group had had made and then left 
wristbands. Candace, the team leader, said that it generally wasn’t a problem, 
because “we” talk to the patient, screen the patient, and then do the surgery, so we 
know the patient. Also, she explained that’s why they keep them separated on the 
third floor of the hospital, so they can easily identify their own patients. 
(Fieldnotes, February 4, 2014). 
 
This discussion, which reinforced the exceptional status of the surgeons and the project 
patients, centered on the assumption that the guidelines that structure operating room procedures 
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in the United States were not necessary in this setting and failed to consider entirely if these 
guidelines might also be a part of Ethiopian surgical practice.  
Joint Commission (JC) safety guidelines regard the use of a “Time Out” immediately 
before beginning a surgical procedure as an essential safety procedure and part of the “Universal 
Protocol” for accreditation in the United States since 2003 (Dailey 2003).33 The World Health 
Organization (WHO) includes the “Time Out,” also called a “Surgical Pause” on their surgical 
safety checklist. It is thus a standard part of American and international surgical practice that all 
operating room staff members are accustomed to. Indeed, it is also a part of Ethiopian surgical 
practice, introduced in 2010 as part of the Ethiopian Hospital Reform Implementation Guidelines 
(EHRIG).  
The team as a whole was unconvinced by the anesthesiologist about the need for “Time 
Outs” and they were infrequently done during the two weeks of the project. The decision to 
forego standard safety procedures represents an informal practice, adhered to because of the 
American imaginaries of their project as modular and self-contained and thereby divorced from 
local conditions in which they are actually implicated.  
A few days after observing this initial conversation, I was reflecting on the project thus 
far with Laura, another anesthesiologist working with the same team. I paraphrase below Laura’s 
comments about the situation, in which she expressed how both she and Hope are very dedicated 
to safety procedures, such as time outs before surgery: 
Its frustrating because there is no reason not to do them, especially because they 
are an important part of safety in the U.S. Some of the surgeons have been getting 
annoyed after the surgery starts because they don’t have the right tools available, 
																																																						
33 The “time out” seeks to assure correct patient identity, correct site of surgery, and the agreement of the entire 
surgical team on the procedure to be done. Generally taking less than a minute, prior to beginning a procedure 
everyone in the operating room pauses in order to listen to the anesthesiologist say aloud the above listed 
components, helping to decrease the likelihood of mistakes. Identification of patient and surgical site have been 
requirements performed by anesthesiologists since 1978 (CSA Bulletin 2003). 
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which is what the time out is for. The wristbands are another example, like time 
outs, of important safety tools. Hope wanted to use them, but Candace [the team’s 
lead surgeon] said it was unnecessary because we have never had a problem like 
that before [of confusing patients or procedures]. You do these things to prevent 
the problem from occurring. In fact, just yesterday there was a case in which the 
patients were mixed up on the board on the ward and there was confusion about 
whether the right patient was in the OR. I told her [Candace] that this is exactly 
what we were trying to prevent with the wristbands. People think this is like the 
“Wild West” and so rules that apply at home do not apply here.  
 
The standards of “best practices” not applying in the frontier biomedical space constructed by 
participants extended into issues of informed consent. This became a particularly difficult issue 
for volunteers who were dedicated to providing high quality and life-transforming surgeries to 
patients but were faced with factors beyond their control, including language and social barriers 
to communication. Several team members took this potential undermining of the Hippocratic 
Oath’s tenet of “first do no harm” seriously and discussed at length the contradictions inherent in 
the medical mission practices. This contradiction reveals the failure of the mission projects to 
remain disentangled from the sociopolitical contexts of the space into which they moved and yet 
volunteers continued to erase the legal and ethical systems in place that constrained Ethiopian 
physicians and protected their patients.  
Well in the States you… spend a lot of your time counseling patients on all 
aspects of complications. Here we didn’t talk to them. We just talked to them 
about their procedure, but I don’t feel like my practice would be different here 
than in the States. And then here, so… there’s not much paperwork and time spent 
counseling patients on things that probably won’t happen, so they don’t get the 
benefit of hearing about possible complications, even though they’re small… A 
good provider will always try to figure out what the patient really needs, like just 
for prolapse for example, we really think what they need is surgery, but they’re 
not bothered by it. So really they don’t have to be treated, you know? Some… and 
that’s why I worry about these patients, we were trying to ask them, so you want 
this fixed? Because they may come in here thinking they have prolapse and they 
have to go get this free procedure, but if it doesn’t really bother them, why would 
they? They really don’t need surgery, if it doesn’t bother them… we turned 
patients away with mild prolapse and if we were a provider that just wanted to get 
numbers, we could have operated on more patients that came in the door, because 
they did have some prolapse, but not enough to justify surgery… I mean we’re 
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treating conditions that are not necessarily… not acceptable, but not life-
threatening, you know, especially here. (Dr. Lisa, American gynecologist) 
 
One of the other physicians on this team also expressed doubts about how well the 
women were being educated about their disease and medications. “… we were doing discharges 
and trying at the level of ‘you need to take these medicines all the time and then go back to your 
physician, make sure you have these medicines all the time.’ But there’s very little conversation 
about what are the ramifications of them taking their medicine or not taking their medicine” (Dr. 
Jacob). 
Patients for the cleft lip and palate surgeries and the prolapse surgeries were kept as 
inpatients on the third floor of the hospital, in a room that was converted from the hospital chapel 
and meeting room into a hospital ward. The project patients were all kept together in this room 
for several reasons. One surgeon expressed not wanting to keep patients in the general hospital 
ward, instead insisting on moving empty beds from the female ward up to the third floor. It was, 
she explained, because they would get better care. “That way our nurses can keep an eye on 
them. They really have a system down,” that the Ethiopian nursing staff apparently lacked in 
comparison. This was a change the team had made from previous trips during which the 
volunteer staff had not included nurses and resulted “in a lot of anxiety… we had immediately 
determined, ‘Oh no! We’re expanding our team by two more people and bringing our own 
recovery and floor nurses because this is not safe care!’ The best job we do is by bringing 
appropriate supplies that we need and our own people” (Candace – American gynecologist, 
February 8, 2014). Ethiopian staff movement across the borders established by American teams 
was restricted and seemed determined by the role the specific staff member played in the team’s 
work and they ways in which the relationship was constructed. 
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These exclusionary spaces rely on the notion of an empty frontier and work diligently 
toward disentangling volunteer projects from local contexts and situations beyond the boundaries 
of this enclave. Patients are constructed as “project patients,” removed from medical histories 
and complicating conditions, and the modular surgical technologies disconnect the mission 
projects from the uncertainties of the biomedical realities of the hospital and community. There 
are moments that rupture these constructions, as in the case of a patient, Bikiltu, challenging the 
frontier imagination and the teams’ maintenance of these discourses.  
 
Transgressing Boundaries and Resisting Erasure  
The mobility of people and resources across borders does not go unchecked by the people 
that live and work in these places and the assumptions made by teams of empty spaces and 
unfettered access are resisted in both covert and overt ways. This is evident in the case of Bikiltu, 
a patient who embodied these tensions and was politicized by both the Ethiopian and American 
practitioners as contesting the borders established within the hospital.  
The gynecologist employed by the hospital, Dr. Zerihun, was resentful of the American 
gynecological team before they arrived, because he felt slighted by their lack of communication 
with him about potential patients and the use of the operating room space. He had only been 
employed by the hospital for about two months when they arrived, but resolved to remain 
uninvolved in the team’s project, stating, “It is a matter of pride and respect.” Despite this he 
referred several patients to the American team, none of whom were uterine vaginal prolaspe 
(UVP) patients, the repair of which was the team’s stated goal. One of the cases was a total 
vaginal hysterectomy because of bad endometriosis and possible cervical cancer. The second 
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was Bikiltu, a woman with an immensely swollen uterus due to a suspected uterine sarcoma34. 
One of the American surgeons expressed her frustration, “He tried to give us another case, but 
we said no! So we really did two [of his] operations at our cost.” 
At the outset, Bikiltu was used by the Ethiopian gynecologist to reassert his position in 
the hospital and his sovereignty within the American-dominated space. The American surgeons 
felt that “since it was his hospital and he asked, we couldn’t say no.” Zerihun used his “local” 
status to transgress the boundaries of who was conceptualized as an appropriate patient by the 
American team members. The issue with accepting the case, however, was the unpredictable 
nature of the patient’s pathology and the likelihood that the case would be unsuccessful. The 
anesthesiologists too expressed that they did not want the responsibility if something went wrong 
during the case. The lead American surgeon on the case, William, expressed trepidation because 
in addition to the complicated surgery, “the patient had a very low hematocrit and was being 
transfused with whole blood.” 
Bikiltu’s body destabilized the authority of the American team and poked holes in the 
borders of the otherwise exclusive enclave that they established, by using American time and 
resources, forcing collaboration between American and Ethiopian surgical staff on the terms of 
the Ethiopian surgeon, and representing a condition outside of those defined as appropriate for 
project patients by the American team. Zerihun felt that the responsibility of the Americans, once 
they established their rights to the operating room space, extended to the general gynecological 
population at the hospital, of whom Bikiltu was a part. The joint surgery that ensued occurred 
because Zerihun pushed back against the U.S. domination of the space and their definitions of 
appropriate patients.   
																																																						
34 A sarcoma is a type of tumor of the uterine wall, also known as a leiomyosarcoma.  
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This draws into stark relief one of the purposes of the sharply defined American borders 
and the ways in which modularity functions as a vital technology of medical missions. The 
unsettled nature of this Ethiopian biomedical space was stabilized to the extent possible by 
tightly controlling what types of patients and problems were allowed into the American enclave. 
Bikiltu’s entrance into this space destabilized this control. Indeed the informality and unsettled 
nature of the transnational clinical space that created the opportunity for the American physicians 
to engage in their surgical practices, also made it necessary from the team’s perspective to 
manage the borders closely so that the unsettledness did not negatively impact their project’s 
success.    
The surgery began at 7:30 AM with William, Zerihun, and an American resident 
scrubbing in, an Ethiopian scrub tech, and an Ethiopian anesthetist. The tumor, 
once removed, weighted over six kilograms and was filled with necrotic tissue. 
The surgery and tumor warranted a slew of photos by the Ethiopians and 
Americans alike, one of whom commented ‘This is the coolest surgery!” After the 
removal of the uterus, however, it became apparent that the ureters and bladder 
were damaged and required emergent repair. A second senior American surgeon, 
Candace, was called into the operating room and the Americans took over the 
surgery from Zerihun entirely. He became a distant third assistant, left out of the 
conversation and spending most of his time half-heartedly holding a retractor. The 
surgery lasted until 3 pm, prompting frustration from the American team because 
of the loss of OR time and personnel (Fieldnotes, February 5, 2014) 
 
The day was considered to be “low volume” by the American volunteers and was referred to 
several times throughout the remainder of the trip as a setback in terms of project numbers. 
Despite this, several of the team members discussed that Bikiltu was lucky that the Americans 
had been present, with Candace concluding that without William present, Zerihun would have 
perhaps not done the surgery. In fact, had he done it anyway, he probably “would not have gone 
as far, just closing after removing the tumor. She would have died, because she would have lost 
her kidneys.”  
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That evening the team converted the recovery area (PACU) into a make-shift 
Intensive Care Unit (ICU) and took two-hour shifts to assure that the patient did 
as well as possible overnight, lead by an American anesthesiologist. Zerihun and 
the Ethiopian anesthetist were not involved in this post-operative care; their 
absence was noted and resented by the American team, though I am not at all sure 
that they would have been trusted to take a shift.   
The following morning there was discussion among the Ethiopian and 
American personnel about where Bikiltu should be moved: the third floor 
“American” ward or the first floor “Ethiopian” female ward. In a sense, until this 
was determined, she remained in a sort of borderland between the two relatively 
exclusive spaces. In the ward set aside for American project patients, American 
nurses would care for her, along with one or two Ethiopian nurses per shift. The 
American surgeons would oversee her care. In the first floor general female ward, 
she would obtain the standard care given to other patients at the hospital and 
Zerihun would oversee her care. Initially one of the American surgeons relayed to 
me that “They want to move the patient to our floor and I was like, ‘No!’” 
However, she went to look around the female ward of the hospital and then 
decided that, “it’s probably better for her on our floor,” to which she was 
subsequently moved. 
  
By accepting her to the third floor with the prolapse patients, Bikiltu was allowed to transgress 
the therapeutic border into the American clinical enclave, despite her lack of surgically 
appropriate pathology.   
After she was accepted as an American team patient, Zerihun was constructed as a bad 
surgeon by the American team members, as unskilled, which was not without foundation, but 
also as disinterested and unmovtivated, the very characteristics used to describe surgeons as 
excellent by many of the participants. His disengagement from Bikiltu’s case was used as 
evidence of his bad doctoring. Further evidence accumulated in later surgeries, which were seen, 
like his technique during Bikiltu’s surgery, as careless and needlessly brash: damaging adjacent 
structures because of over confidence and lack of meticulousness and not thinking through 
procedures and possible ramifications for the patient. He was ostracized from participation with 
the American team as a bad surgeon and as a poor doctor. In reflecting on the trip, the team 
leader described Bikiltu’s case as “very disappointing.” He said, “I feel that case should not have 
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been done here and I might have been given information that was either poorly communicated or 
maybe less honest [in order to convince me to participate].” Thus Zerihun was constructed as not 
only an incompetent surgeon and bad doctor, but dishonest and impeding the success of good 
medicine and the medical mission project. He was eventually erased from the hospital entirely by 
the senior surgeons who expressed disappointment at the end of their visit that there had been no 
gynecologists in the hospital to teach. “… that would be the biggest disappointment, that there 
was nobody… So you have to have somebody who has some knowledge of the surgery that 
you’re doing and then help them perfect that skill. So if there was a gynecologist here that did 
vaginal surgery, he could… he or she could learn very quickly how to do the procedures that we 
do” (Lisa – American gynecologist).  
Bikiltu remained on the third floor for the remainder of the American team’s visit and 
was discharged by them at the end of the two weeks. Not only was the American ward 
constructed as providing superior care than the Ethiopian female ward, but it was described as a 
“safer” and “better environment” than her home. During her discharge, she was told that if there 
were complications she should come back to the hospital to see Zerihun, “because he operated on 
her,” though it was also said that the hospital’s general surgeon might be a better choice for 
follow-up. Her discharge back to Ethiopian physician care was accompanied by detailed drawing 
of the procedure in lieu of a procedure note, as is common practice in both the United States and 
Ethiopia (Figure 5-2).  
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Figure 5-3: Procedure note and drawing made by American team members. This paper was given to the 
patient to be brought along to subsequent doctor's visits in an attempt to encourage continuity of care. 
  
This procedure note makes clear the flexibility of the American physicians and their 
biomedical knowledge as universal and mobile, but only as it is theirs. Though biomedicine is 
assumed able to move easily from place to place with little translation or local contextualization, 
the knowledge, disembodied from the experts who understand it primarily as their own, is 
constructed as inferior and even immature. The Ethiopian physicians, despite their efforts to 
engage with the Americans on their own terms, as insiders in the global medical community, are 
not understood as part of this community by the American physicians within this transnational 
medical space. This precludes any sharing of knowledge on equal footing, despite this being 
expressed as a central desire of the American physicians involved in the project. This disjuncture 
results in frustration and resentment for the American and Ethiopian physicians alike, as they 
continue to make efforts to connect across these boundaries, but fail to do so because of 
assumptions of the others’ lack of expertise, either in biomedicine as a modular and universal, 
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but inherently Western entity or as biomedicine as a set of Ethiopian practices for which specific 
contextualized knowledge is needed. The Ethiopian patients treated by the medical missionaries 
exist in a borderland, created by the American physicians through their establishment of 
exclusive spaces. Though able to cross into and inhabit these spaces temporarily, Ethiopian 
patients are nevertheless constructed as “other” to American patients through informal medical 
practices.  
The resistance to American informality and domination occur at the level of the state 
borders as well with new licensing requirements and customs fees attempting to mediate the 
work of these teams. These regulations surprised certain individuals, who claimed that 2013-14 
was the first time they had been required to obtain Ethiopian licensure to practice in the country. 
Many practitioners were likewise surprised when they learned of a local pharmaceutical industry 
and professional regulatory frameworks.  
At the local level, project medical records are separate from the hospital records of the 
patients and supplies are carefully controlled. In order to become patients of the hospital, 
individuals had to purchase a card from the hospital’s medical record room. For a hospital patient 
this card was the ticket to seeing a primary care provider in the outpatient department or the 
emergency room. Referrals to other physicians or surgeons could then be made. This assured that 
there would be continuity of care between visits.  
Project patients, on the other hand, were issued new cards separate from other medical 
records, prompting one of the American team members to ask, “What happens to these charts 
that we’re writing? Does anyone ever see them ever again? Some of these patients have had 
obstetrical care here, do we not have…? We don’t have any access to those records? I mean is 
there even an archive here that’s organized?” This constructs patients specifically as “project 
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patients,” at least while they are part of the medical mission, without prior medical history and 
thereby limits communication between the American and Ethiopian doctors, even in writing 
patient notes. This exclusion of volunteer surgeons’ patient notes eliminated the project surgery 
from the overall medical record of the patient. The use of the patients in this way obviously 
represents a problematic ethical situation, but demonstrates one form of resistance from the 
Ethiopian administration in allowing volunteer teams access to the Ethiopian hospital space.  
Operating room staff, particularly the OR manager, tried to limit the team’s ability to 
commandeer the space. These attempts included insisting on additional compensation because of 
claims of additional workload when teams were present and insisting on Ethiopian standards of 
practice. 
Girma was in the OR and saw me. He asked why people were walking through 
the back of the OR without OR shoes. He pointed to the sign and said, “Its in 
English and Afaan Oromo.” He asked if they had been in the ORs or just in the 
corridor. I said that I thought the only people in OR 1 had been those of us with 
OR shoes. OR 2, however, was a storage space and many people were in and out 
of there with street shoes. Girma asked me to tell them to wear covers, which I 
passed out to a few people and then hung on the door of the OR so that people 
would see them before they walked in. Girma was pretty put out about it and he 
left fairly soon after the start of the morning. At one point Sam was looking for 
him and couldn’t find him. He said, “He’s the head of the OR. He needs to be 
here.” Sam called him and he came back after a time. (Fieldnotes November 19, 
2015) 
 
This assertion over appropriate OR dress was an issue with subsequent teams as well. 
Dress is part of the way access to this restricted area is limited and signs showing correct and 
incorrect dress insist that people follow these well-known protocols. Signs expressing the same 
requirements adorn doors to the OR bays in American hospitals. Many people indeed walked 
through without shoe covers, but the majority of the OR staff had special OR shoes that they put 
on in order to enter the OR. Several of the Americans did not bring specific OR shoes and so 
they wore disposable shoe covers. American team members blatantly ignored the signs and 
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regulations of the Ethiopian OR, asserting their sovereignty over the space. This shows a 
disregard for boundaries established by the Ethiopian OR staff and Girma makes an attempt to 
reestablish authority over those boundaries. Despite the resistance of the Ethiopian staff and 
physicians to the American establishment of bounded, exclusive enclaves, the American ability 
to control the space, even temporarily was quite dominant and the reassertion of their rights to 
the space by the Ethiopian staff failed in several cases. One of the American team members 
stated, “I don’t care about that guy [Girma] any more. He lets [Ethiopian] people back there in 
street clothes and gets on our backs about it,” and after a pause added, “And he never smiles.”  
Towards the end of the day, the American team went into Dr. Abreham’s 
[Ethiopian general surgeon] office, where one of the American scrub techs, John, 
and someone else had brought a case of Cokes. Abreham came into the office, 
which had been completely taken over by the team, as a breakroom, wanting to 
log his procedures. Everyone looked at him and no one offered to move, including 
the scrub tech, John, who was sitting in his chair. Abreham said something about 
needing a chair and when John didn’t react, Lisa, an American gynecologist, 
motioned for him to move. Abreham said almost nothing, quickly logged his 
surgery, and then got up and left, at which point John took the chair back. 
(Fieldnotes February 11, 2014) 
 
 This scenario and its implications for reading these exclusionary spaces are particularly 
profound because of its simultaneous transgression of the medical hierarchy. As a surgeon, one 
occupies a place of respect within the hierarchy, generally giving orders and expecting 
deference. The use of his office for a break room and particularly the use of his chair and desk by 
operating room support staff was evidence of the demonstrated superiority of the American team 
over the Ethiopian staff. The control of the operating room space was almost entirely American 
by the end of the project, with the Ethiopian surgeon needing to ask permission to use his own 
office chair and an American scrub tech needing to be asked by an American surgeon to move.  
 
 
	 183 
Conclusion 
Medical missions rely on the imaginative project of a frontier, which makes possible the 
engagement of modular technologies to create exclusionary spaces to carry out the always 
unfinished work required to maintain fictions of disentanglement from the local sociopolitical 
contexts into which these projects move. Indeed, it is not just disentanglement, but victory over 
the uncertainties and perceived lacks that is attempted through modular technologies of medical 
missions. Situating the project within the hospital space creates an uneasy borderland wherein 
multiple temporalities, spatial constructions, and subjecthoods intersect. These intersections 
reveal the disjunctures in universalist logics of biomedicine and threaten the discursive projects 
in which volunteers engage to justify their interventions. The very sociopolitical contexts that 
volunteers work so hard to disentangle themselves from are revealed to be those on which the 
projects rely for their existence.  
 These friction-laden borderlands reveal the intersections of modular, postcolonial, and 
modernist temporalities and spatial constructions reliant on competing discourses of 
exceptionalism, transformation, and collaboration. Frontier temporalities of speculation, rumor, 
and unpredictability exist outside of enclaves created through modular technologies that venerate 
standardization and replicability. The porosity of these boundary-making projects, however, 
troubles this ethic of self-containment and the essentialism of biomedicalization. The biomedical 
frontier is constructed as a space of both expansive emptiness and one of bodily and spiritual 
transformation. These imaginations allow for informal clinical practices that ignore “best 
practices” and international standards even when the lack of resources or patient population is 
not prohibitive.  
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For the American team members, the medical mission is an exceptional event; a 
transformative trip into an exotic place that marks a significant experience in their personal 
and/or professional life. This discourse of exceptionalism is carried through to describe the 
space, the patients and their pathology, and the practices, which exist outside of the boundaries 
of standardization and auditing that limit innovation and disconnect the physicians from their 
patients in the United States, but also seek to protect patients’ welfare.  
Project patients’ bodies are physical sites of intersections of resources, practices, and 
people and represent the transformative capabilities of biomedicalization within this space. 
However, they also reveal the incompleteness of these imaginative processes when their 
narratives or pathologies transgress carefully erected boundaries and make the disjunctures in 
medical mission logics evident. The furious work required to negate negotiations between 
medical volunteers and the social, political, and economic landscapes in which their project is 
situated is made more difficult by refusals of erasure by Ethiopian physicians and physical 
realities of patients’ bodies. 
American modular missions’ processes of biomedicalization within this borderland is in 
tension with and necessary for the Ethiopian biomedicalization discussed in previous chapters. 
Indeed the multiple biomedicines co-construct each other. Medical volunteers rely on both 
biomedical and frontier imaginaries, allowing them to construct various technologies of 
technoscientific intervention, including modularity and bodily transformations and discourses of 
urgency, standardization, and disentanglement. These imaginative projects are sustained by 
Ethiopian physicians’ own biomedical imaginaries and their dependence on informal networks 
and connections to work towards sustaining their clinical practices. At the same time the co-
created biomedicines also reveal the disjunctures in the other’s imaginaries, undermining the 
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work of modular mission biomedicine towards being frictionless and universal and Ethiopian 
biomedical work toward inclusion in the global technoscientific and biomedical community. 
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CHAPTER 6 
 
At Some Point You Need To Do Something:  
Evangelical ethics and dialectics of medical mission projects 
 
I’d say that Paul Farmer and his work is in one way inspiring. I enjoy his passion 
for creating improved health systems, towards the patients he sees, without caring 
what other people think about his project’s sustainability. He operates with a 
passion that I respect and I understand... He’s created a hospital in Haiti that’s 
not at all, the funding stream is not sustainable. But he pretty much says, “I don’t 
care. This is a blight on the face of humanity to not address these problems and to 
not do something because we think it could be done better some other way.” And 
that inspires me. And that’s why I still feel okay going on this trip, because I kind 
of have his philosophy that at some point you need to do something. And at some 
point these patients don’t give a rat’s ass about sustainability. And it’s easy for 
me to sit at home and give money to a charity. It’s harder for me to go out and try 
to do something and interact with these communities… Does that mean I 
shouldn’t be open to critique? No not at all. We should be working toward that. 
But at the same time, at some point you have to do something. (Dr. Jonathan, 
American gynecologist) 
 
 
The transnational biomedical space that is an amalgam of Ethiopian and American medical 
practitioners as well as many other players is situated at the intersection of a series of seemingly 
contradictory logics. Why should American volunteers travel to perform these surgeries, 
particularly if it is more cost-effective to send the money to someone else already in Ethiopia to 
do the surgeries or more sustainable to teach an Ethiopian professional? Indeed, to what extent 
do these surgeries even reflect the needs and desires of the community and are these desires a 
significant consideration? 
To develop a response to these questions we must explore the political-economic, moral, 
and technoscientific logics that underpin medical mission work. As this chapter will demonstrate, 
these projects are paradoxical from the outset in two foundational ways. First, this space is 
coproductive of biomedicalizations and biocapitalisms. These processes drive medical practices 
characterized by biological reductionism and disconnection, the very characteristics from which 
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American volunteers wish to rescue their clinical practices through participation in medical 
missions. However, these very same politics undergird “global health” projects in their 
interventionist, modular assumptions. Thus participation in medical missions requires discursive 
and practical work to separate the projects from the same moral dilemmas that plague clinical 
practice in the United States. Secondly, medical missions rely on what I propose to call an 
“evangelical ethics,” incorporating some principles from both a humanitarian ethics that relies on 
Christian philosophies and centers human life and equality, and the neoliberal ethics that drive 
biocapitalism and development paradigms. Thus the regime of medical missions, as it embraces 
social equality and human rights, is simultaneously inculcated in the very politics that further 
dehumanization and inequity, resulting in disenchantment of American physician volunteers 
upon further reflection on their involvement in the projects. As elucidated in a previous chapter, 
Ethiopian physicians encounter disenchantments within this clinical space as well as they share a 
similar humane biomedical imaginary with the American physicians that is incommensurate with 
the realities of Ethiopian biomedicalization.  
One of the limitations of literature exploring “global health” projects and short-term 
medical volunteerism, more specifically, is a narrow focus on the potential beneficial and 
harmful outcomes of the teams providing medical care. Several authors have critiqued the 
relative dearth of evaluation of these projects’ outcomes in the literature, while the few that exist 
fall short by relying on the teams themselves to carry out evaluation (Berry 2014; Martiniuk et al 
2012). Many organizations purport that these projects allow volunteers to engage in self-
transforming experiences, becoming more altruistic, culturally-competent, and invested in 
“global health” problems, but investigations of these claims have been inconclusive (Lasker 
2015). The projects’ major impacts, however, are not those they have on “global health” 
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outcomes, which even the volunteers themselves describe as “a spit in the ocean” (Ben, 
November 14, 2013). Rather, they shape transnational moral and bioeconomies through their 
practices and the commodification of patients and medical materials. Thus to evaluate the teams 
and understand impacts that they have on the hospital and community, we must first interrogate 
what the volunteers expect of short-term medical trips, beyond the statements of helping poor 
individual patients of Ethiopia. Furthermore, we must investigate the projects’ outcomes in 
human, economic, and social terms that while collectively helping shape “global health,” have an 
immediate impact on local lives, as well as broader processes of biomedicalization and 
biocapitalism in transnational contexts.  
This chapter argues that medical missions are unique and important iterations of “global 
health” that reveal fundamental contradictions at the intersections of multiple moralities, 
economies, and forms of personhood. I emphasize these components of biomedical processes 
and discuss the particular moral contradictions faced by the American medical volunteers. I 
conclude that American medical missions function as a particular type of biomedicine, 
constructed at the uneasy intersections of humanitarian principles, including a politics of life, 
emergency, and salvation, and the enchantments and disenchantments of millennial capitalisms, 
characterized by disconnection, informality, and faith in the liberatory promises of innovation 
and technoscience. This space produces a particular evangelical ethics within biomedicine that 
incorporates individualism and entrepreneurship, salvation through “doing,” wherein hardship 
and self-sacrifice are highly valued, a neoliberal distrust of the state, and a desire to serve those 
most in need. Medical missions mirror the grounds of humanitarianism, existing as a response to 
intolerable conditions of biomedicine in its unequal distributions and practices (Fassin 2012). 
Engaging this moral reasoning with contemporary political economic discourses reveals the 
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foundational incongruencies within the projects and their propagation of the systems that 
undergird these conditions. Finally, evangelical ethics center personal transformations both for 
the volunteers, who are shaped by their exceptional experiences, and for the project patients 
whose biomedical interventions and subsequent reimaginations as new subjects are potentially 
life-altering.  
 Biomedicalization is defined by Clarke and her colleagues (2010) as the development of 
an increasingly technoscientific biomedicine that produces new social forms that enable novel 
processes of medicalization. These new social forms include the “global health” industry, aptly 
described in several recent texts (Crane 2013; Nguyen 2010; Street 2014). Medical missions, as a 
unique form of “global health” are reconstituted through biomedicalization, transformed from the 
medical missions of the 19th and 20th centuries to embrace an evangelical ethics more attuned to 
the mysticism and transience of millennial capitalism and a reliance on and assumptions of 
modular technoscientific regimes, as discussed in the previous chapter.   
Biomedicalization and its networks of capital, information, and resources can best be 
understood through frameworks that depend on neoliberal biocapitalist logics (Sunder Rajan 
2006). Ferguson (2006) argues that neoliberalism is constructed by proponents of the free market 
as beyond or outside of morality through its positioning as scientific and rational. In fact, 
however, it entails its own set of moral premises including individualism, entrepreneurship and 
accumulation of private property, flexibility, and efficiency. This logic structures the political 
economy of care within many development projects and practices of biomedicine. It is at odds 
with discourses of humanitarianism, however, as a “moral” enterprise that centers caregiving 
over efficiency, connections over cost-effectiveness, and relationships over individualism, which 
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are emphasized by practitioners and are cited as their motivations for involvement in these 
endeavors.  
The contradictions within this biomedical space are fundamental. The discourses of 
biocapitalism: risk, hype, individualism, and salvation through biomedical innovation, are vital 
for medical missions to move, work, and be funded. Biomedicine is situated in a religious plane, 
replacing salvation of the soul with bodily salvation and incorporating a political economy of 
hope that commodifies faith in technoscientific solutions of the future. Biocapitalisms exist in 
uneasy friction with a humanitarian ethics in which intervention attempts salvation through 
alleviating suffering of all human lives, regarded as equally sacred.  
This coproduction of religion and capitalism has a long history in sociology (Weber 
2003[1958]) and has been discussed at length by contemporary scholars within a new era of 
neoliberal or millennial capitalism (Rose 2007; Sundar Rajan 2006). Specifically, Rose (2007) 
describes a somatic ethics, in which questions of existence and salvation are corporeal and 
medically-mediated, intertwined with biocapital “since birth.” Sundar-Rajan (2006) and Marshall 
(2009) highlight the “born-again” evangelicalism that undergirds venture capitalism and 
emphasizes innovation, individualism, and instantaneous production and value and is more 
consonant with the spirit of millennial capitalism. It is within these millennial capital and 
somatic ethical entanglements that medical mission work is situated, reflecting an evangelical 
ethics, setting it apart from other “global health” projects. Evangelical ethics invests somatic 
ethics centering corporeality with a calling to “serve the least of these,” and elevates the mission 
imperative of salvation through self-sacrifice and hardship. 
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Evangelical ethics at the intersections 
The idea that religion and its resultant ethical paradigms are locked together with contemporary 
modes of economic production was explored through Weber’s (2003[1958]) work on Protestant 
ethics and capitalism. Many of the foundational Protestant ethical principles continue to shape 
contemporary ethical paradigms, including individualism, hard work and self-sacrifice, and the 
commitment to action as a path to (or at least not away from) salvation. Rose (2007) has built 
upon these ideas to posit that contemporary biocapitalism is intricately intertwined with a 
somatic ethics, in which ideals of salvation of the soul have been supplanted with the primacy of 
corporeal existence and its prolongation. This has resulted in discussions regarding the worth and 
quality of different human lives and generated a new politics of life and new forms of pastoral 
power.  
As an iteration of neoliberalism, biocapitalism is a set of dynamic and mystical capitalist 
processes related to biological materials and biotechnological interventions, characterized as 
uneven over space and time and innately contradictory (Comaroff and Comaroff 2001; Hart 
2009; Sunder Rajan 2006).  In particular, neoliberalism emphasizes discourses of flexibility, just-
in-time production, and urgency, along with valuing entrepreneur-like qualities among subjects. 
According to Sunder Rajan (2006) the venture capitalists of technoscience firms employ 
evangelical discourses that promote hype, hope, and self-transformation through biomedical 
innovations, some of which may exist only in the imagination.  
Biomedicalization is a process that is co-productive of “biocapitalism,” which functions 
as a form of millennial capitalism in which we recognize new forms of currency, including 
biological materials and information35. Biocapital incorporates visionary, “born-again ethics,” 
																																																						
35 The tenuous networks and unpredictable resources connected to these medical missions as well as other facets of 
the “global health” industry create an unstable biomedical space within these Ethiopian hospitals, where 
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and individualism that constitute a particular moral economy and political economy of hope 
(Rose and Novas 2005; Sunder Rajan 2006). As a form of millennial capitalism, biocapital also 
incorporates a number of enchantments including modularity, the imperatives of science and 
technology, and the declining significance of the nation-state and its borders (Comaroff and 
Comaroff 2001; Sunder Rajan 2006). These enchantments form the foundation for medical 
mission work, by allowing participants to ascribe to ideals of borderlessness and global 
communities, as well as the ability of sets of modular technoscientific interventions to address 
global sociopolitical inequalities. In the dialectical nature of capitalism, however, these 
enchantments are held in tension with the disenchantments of the same: technoscientific 
mediation of clinical work results in disconnections and depersonalization of care-work and, as 
shown in the previous chapter, inscribes medical mission work with logics of modularity that 
reconstruct borders that reinforce the very sociopolitical inequalities that a humanitarian ethics 
seeks to address. The transformational potential of technologies is that which is promoted within 
the political economy of hope and that which, along with representations of sufferers, is 
deployed to generate funds for projects.  
In discussing contemporary practices and discourses of humanitarianism, scholars have 
uncovered a paradox between the adherence to a principle that all human lives are equally 
sacred, which makes intervention necessary, and the politics of life inherent in such interventions 
that require differential valuations of certain lives (Fassin 2009, 2012). This paradox is also 
																																																						
enchantments with the hype of technoscientific innovation and a globalized biomedical market form the foundation 
of a political economy of hope that exists hand-in-hand with the disenchantments of disconnection, informality, and 
moral conflict. Transnational biomedicalization requires analysis through five interrelated processes: 1) those of 
biopolitics and its iteration as a politics of life, 2) manifestations of biocapitalism which reflect the disconnected 
neoliberalism in other marketplaces, 3) new flows and networks of information and resources, characterized through 
medical evangelists, 4) new forms of technoscience, including modularity and its accompanying technologies, and 
5) moral transactions and contradictions that are fundamental to the practices and discourses in biomedicine, which 
have been described in detail in a previous chapter.  
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evident in medical mission work, but is mitigated in some regards. First, commitment to a 
Christian ethics that has been discussed in the liberation theology of scholars such as Farmer 
(2005), maintains that intervention into the lives of the poorest or most disenfranchised 
represents a morally righteous action. This commitment to “the least of these” produces two 
necessary, if problematic, discourses: 1) the relegation to bare life of the recipients of care and 
the associated erasure of political subjecthood and personal histories, 2) the lower value of 
interventions in places in which disenfranchised recipients cannot be constructed outside of 
political subjecthood. With notable exceptions, the medical volunteers that I interviewed were 
only occasionally involved in humanitarian or charity work within their own communities or 
medical practices in the United States, often arguing that American patients are less deserving 
and less grateful. These discourses also produce a dilemma for the volunteers, discussed later in 
the chapter, in which constructions of connections and relationships with patients who are only 
considered as having the bare life of project patients, are rendered impossible, requiring the 
discursive and practical interventions of transforming these patients into particular political 
subjects as their bodies are transformed medically.  
The tensions between humanitarian and neoliberal moralities and the problems posed by 
the efficiency-standards paradigms of “global health” are evident in powerful ways in this 
transnational biomedical setting. These tensions materialize in the everyday practices and 
discourses of the actors in this setting, including American and Ethiopian physicians and 
administrators, who negotiate and reconcile contradictions in improvisational ways. Ethics and 
economics in this setting are thus linked together through evangelical discourses inherent in 
transnational biomedicalization that reflect increasing instability and emphases on individual 
transformation and hype evident in biocapitalism and biomedicine today. Resituating these 
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projects within a discussion of evangelical ethics may provide an explanation for the motivations 
behind the increasing numbers of short-term medical volunteers, who rely on imaginaries of the 
salvationary and transformational potentials of hardship and self-sacrifice in the service to 
“others.” 
 
Enchantments and Disenchantments of Biomedicalization in the United States  
 
This transnational biomedical space is the product of a series of disenchantments and 
enchantments with the neoliberalizing tendencies of biomedicalization that are held in a 
productive dialectical relationship that characterizes how contemporary biomedicine functions in 
the clinical realm36.  
With the increasing bureaucratization of medicine, there has been increased emphasis 
placed on standardization and charting evidence of completing auditable and measureable tasks. 
This precludes many of the less quantifiable measures of good medical care, though these remain 
important for both physicians and patients. Indeed, the profit-oriented medical practices that are 
encouraged in the current American biomedical system make it increasingly difficult for 
physicians to engage in relationship building with patients.  
Well I think right now that doctors are losing a lot of control of medical care. I 
mean we’re essentially being told the decision about what care patients receive is 
not in the hands of the care-giver. Its in the hands sometimes of their insurance 
company and what they’ll cover. And I think that’s really really hard because its 
not unusual to look at a patient and say, well I think that this is what you need, but 
its not necessarily what you can get. And I think that’s really hard. And I think a 
lot of doctors feel like they’re losing control over the practice of medicine. 
(Candace – American gynecologist) 
 
We spend a lot of our time not taking care of patients, so you know, just our 
electronic medical records, making sure that we’re billing the insurance company 
correctly or when they don’t pay us, rebilling… so probably charging for our 
services and actually getting paid for our services is one of the biggest things… 
																																																						
36 Kaufman, Shim and Russ (2004) mention the “dialectical manner through which biomedicalization operates in the 
clinical realm today,” but did not discuss this dialectic further. 
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So we have a lot of our resources going into just getting paid for our services, 
instead of being able to take care of patients. So I think that is definitely one of 
the biggest negative things about working in the States. (Dr. Lisa, American 
gynecologist) 
 
 The motivations that were discussed by most of the American physicians for entering the 
medical profession had to do with a service-orientation, a desire to help and care for other 
people.  
I went into medicine out of a religious idea. The poor being… I think that the 
community should be served so that everybody is brought up to a minimum 
quality of life. Everybody deserves access to food, water, shelter, and health care. 
And what interested me most was to help with health… I think everybody 
deserves a skilled internist that can take care of them or a skilled pediatrician for 
their children or a skilled general practitioner and access to referral centers as 
needed. (Dr. Jonathan, American gynecologist) 
 
 The spiritual and emotional components of medicine are what make it a profession. This 
same surgeon argued that one cannot separate spirituality from work as a physician, because “it 
impacts every aspect of what I do… I think that it keeps me motivated to provide quality care, 
because otherwise it’s just a job. If there’s no spirituality in it then it loses its meaning.” Though 
spirituality and religion were synonymous for many of the participants, particularly those on the 
faith-based volunteer trips, for others spirituality was an amalgam of ethics, morality, and the 
meaning that an individual makes of it. From this perspective, this local moral world defines the 
ways in which we view our relationships to others and the way we shape our own moral worth 
vis-à-vis others.  
 Connection and relationships with patients are a central component of “good medicine.” 
For many of the physicians engaged in “global health” work, recent changes in biomedicine 
reflect a shift from a logic of care to a logic of choice, motivated by the marketization of 
medicine and the conceptualization of patients as consumers. For these physicians, as for others, 
this emphasis on individual choice is a Western phenomenon that distinguishes “the West” as 
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modern and rational (Mol 2008). This logic of choice, however, is also that which divorces an 
ethic of care from medical practice.  
There’s an old study from I think maybe in the 1970s that compares the level of 
anxiety in patients before surgery. And the two treatments were a preoperative 
visit by the anesthesiologist or not and a dose of Valium or not… And then the 
two groups that had a physician visit were no different from each other with or 
without the diazepam [Valium] and they were superior… so I think that 
interaction just to earn the confidence of the patient and to help the patient 
understand what’s going to happen to them, is super critical. So to me the first 
thing about being an effective physician is being able to do that; is being able to 
develop rapport with your patient and to convey an understanding of how they’re 
feeling and what their concerns are and to address them and to explain what’s 
going to happen. And you know that ties back to some of the things about this trip 
that have been a little bit of a challenge. So to me that’s the very first thing about 
being an excellent physician. (Dr. Hope, American anesthesiologist) 
 
Importantly, the ideal of good medical care being centered around building relationships 
with patients is an essential part of what it means to practice good medicine, for the American 
and the Ethiopian physicians alike. The perceived disconnection from patients as a result of this 
marketization relates directly to American physicians’ motivations for engaging in medical 
mission work and for many Ethiopian physicians to practice in this under-resourced rural 
community. However, as evident in the above quote, the challenge to finding that connection in 
“other” biomedical spaces remains, especially for short-term volunteer physicians.  
The changing work of physicians results in nostalgia for an idealized past wherein it is 
assumed that more time was spent with patients and the relationships formed were more 
meaningful, both medically and personally.  
When I started in anesthesia, we all had precordial stethoscopes... basically a 
stethoscope under your manual blood pressure cuff... and your ear piece being 
connected to a precordial stethoscope that sat on the chest… But why I tell you 
about this is that you were connected to your patient. I mean you could not walk 
away from your patient because you were literally tethered by this tubing to your 
patient. And you were busy taking blood pressures and you were looking... So 
now we practice in this environment which is all about the monitor. I mean even 
the way we intubate people in the United States is shifting from conventional 
	 197 
laryngoscopes to glide scopes, which are on a monitor. So you're not even looking 
in the mouth. You're just looking at a screen. So its all about the screen. You 
know you can almost practice anesthesia today without a stethoscope, because 
you're looking at the end tidal CO2, you're not listening for breath sounds… So all 
of this connectedness to touching the patient, being near the patient, physical 
diagnosis on your own, has gone high tech. People these days, if you hear a 
murmur, you get an echo [echocardiogram]. Right? In the old days, you heard a 
murmur, you characterized where it was, you characterized if it’s systolic or 
diastolic or holosystolic or crescendo/decrescendo. And these days it’s like, “Just 
get an echo.”  
Okay, well so you come to a country like this, no echos. Right? No end 
tidal CO2. No anesthetic agent monitoring. You know? So it brings you back to 
physical diagnosis, being in proximity to the patient, looking at the patient, really 
fundamental stuff. And you know I think the last 20 or 25 years-worth of training 
in anesthesia has deemphasized that. I think it takes somebody who is trained in 
the 80s to really, to really get that. Or at least have been around on a bunch of 
other medical mission trips where you've practiced that because you've had to. So 
again I feel that... I mean to me it’s more a sense of a recollection of how it was 
and in some ways that's kind of fun, like I can still do it this way. I still remember. 
I remember how to do it this way. (Dr. Hope, American anesthesiologist)  
 
The paradoxes within medical mission work relating to biotechnology and relationship-
building as an integral part of care-work are significant. American physicians discuss technology 
and neoliberal expectations of data-gathering and efficiency as resulting in disconnections from 
patients and from a meaningful career because they result in the mediation of the care-giving 
experience. However, technology-driven interventions and assumptions of modularity are central 
to “global health” projects. Additionally, the connections and conversations physicians lament 
losing in the neoliberalized culture of American biomedicine are relatively impossible in many 
“global health” settings due to cultural and language barriers and a reliance on the boundaried 
surgical spaces in which the projects take place and the temporariness of the projects.  
 
Enchantments of Biomedicalization in Medical Missions 
 
The high-tech biomedical interventions of the American surgical teams are those that represent 
the most valued aspect of medical missions for many Ethiopian physicians and patients. This is 
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particularly true with the development and dissemination of “portable” technology for use in 
“global health” settings, such as portable ultrasound machines. One visiting physician was 
researching the possibility of bringing these portable ultrasound machines to the hospital and 
organizing trainings for outreach programs to use them, spending a week convincing hospital and 
NGO administrators of their potential utility and conjuring imaginations of high-tech obstetrics 
in far-flung villages. A surgeon sometime later discussed a particularly frustrating volunteer 
experience she had had, in which she was using one of these very machines. 
But medical missions that, one I went on in Guatemala, where we went out to the 
community, and I was supposed to do ultrasounds and you know... that's not very 
useful... I was just doing ultrasounds on pregnant women and they were just 
looking at their baby... there was nothing that... if I found something that was 
wrong with them, there was nothing that I was going to be able to do. (Lisa – 
American gynecologist) 
 
In this case, as in many others, the intervention was the technoscientific thing itself. The same is 
true of the phacoemulsification machine – the technology itself is the intervention into the 
discourse of “good enough” medicine for disconnected places. Bringing and using this 
technology speaks to the humanitarian ethical principles of medical missions that all lives are 
equally valuable and thus deserve the same technological interventions. The technoscientization 
of this moral principle is interesting in and of itself – the way to signify the broad equality of 
humanity is to intervene onto the bodies of all people with the same types of technology. This is 
instead of intervention into unequal political or social environments, but represents the heart of 
biomedicalization in its atomizing of people and its emphasis on new technoscience as 
salvationary. It also works to support the biomedical ideal of universal biologies. 
 Two additional points must be made here. First, the belief in the salvationary abilities of 
technsocientific interventions were shared by the American and Ethiopian physicians alike and 
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potentially the patients. This is particularly evident in the case of one of the most high-tech 
pieces of equipment brought into the community: the phacoemulsification machine. 
They try to do the cases the same way they do it in the United States. I have not 
seen anything like this is good enough for the Ethiopian patients, you see what I 
mean? Because we are doing it free, this is good enough. They struggle to do 
exactly the same way they do it back home. Like when they have done cataract 
surgery last year here, they brought the phaco machine. Well that was a very very 
expensive… I doubt that we have that machine in Addis. They brought that 
machine here in our OR! They set up; even to set it up took a day. So our patients 
have got that excellent surgery for free. (Dr. Tesfaye, Ethiopian general surgeon) 
 
 
 
Figure 6-1: Phacoemulsification machine (“phaco”) 
 
 
There were several discussions regarding the level of care being provided by the American 
doctors. Quality care, however, was not defined by reference to American or international 
standards, but rather by morally-defined standards the surgeons would accept for their mothers 
(or grandmothers). “I once had a resident tell me you should scrub like you’re about to operate 
on your grandma. And so I always think about that even when I’m scrubbing; like is this good 
enough for my grandma?” (Janine – American gynecologist). The quality of the medical care 
was measured using the adage “Do unto others as you would have them do unto you (or your 
most loved family members).” This way of measuring quality by comparing it to the level of care 
in the United States and specifically the level of care and equipment that would be acceptable for 
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one’s own family members represents an important iteration of the humanitarian ethic within the 
medical mission practices that is one of the many ways it conflicts with neoliberal development 
ethics of sustainability and appropriate technologies. This standard of care is founded on a 
commitment to the principle that all lives are equally valuable and hence deserving of the same 
standards of biomedicine.  
 Secondly, despite their technological sophistication, the machines were actually less 
effective than the conventional cataract removal technique.37 This was thought to be because the 
consistency of cataracts in the Ethiopian patients were generally harder than those of American 
patients due to the ages of the cataracts and because Ethiopian patients were more likely to have 
traumatic cataracts. The Ethiopian cataract surgeon was able to do many more surgeries than his 
American counterpart using the conventional technique38. This had also been the case the 
previous year, during which the Ethiopian surgeon, using the conventional technique, had 
performed more than twice as many surgeries as the American surgeon using the 
phacoemulsifciation machine and almost resulted in American surgeons coming without the 
machines for their second trip. However, medical mission teams act not only as surgeons and 
networks of technology and information, but also as emissaries of the fundamental 
biomedicalized belief in technoscience as salvationary and specifically the most sophisticated 
																																																						
37 Both techniques rely on the same surgical principles: an incision is made on the eye to remove the patient’s non-
functional lens. It is then replaced with a synthetic lens. 
38 The American ophthalmologist told me that the surgery takes about 15 minutes with the phaco. The other doctor 
takes about 8-10 minutes using the conventional technique. I asked about the difference between the phaco machine-
aided surgery and the conventional surgery. With the phaco, one made a 2 mm incision because the small probe that 
allowed for the breaking up of the cataract, which Douglas compared to a jack-hammer, fit through this incision. 
With the 2 mm incision, we “don’t need to suture” because the incision is water tight. When I asked the advantage 
of phaco over the traditional surgery, Douglas said that it requires an 8-10 mm incision and required suturing. “Its 
just not as good an operation. Out here it’s a pretty good operation.” He said he had “learned a lot coming out here – 
not all these cases are phaco ready – you need a big incision to do that.” In many cases, the better surgery was 
actually the traditional surgery, because the patients’ lenses were too scarred and thick to be phacoemulsified. 
(Fieldnotes November 17, 2013) 
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and newest technology as inherently more valuable and significant. What is transferred is not the 
technology itself, which was seldom left behind at the Ethiopian hospitals, but the reification of 
the biotechnology and its salvationary abilities. 
While the American physicians speak of valuing the “low-resource” experience of 
medical missions, a common discourse in “global health” programs, they bring with state-of-the-
art surgical technology that allows them to provide the “best” level of care that is biomedically 
available. In this case then it is not the lack of resources or connectivity that provides the 
experience the physicians are looking for through their involvement with these mission trips. 
Instead, the discourses surrounding their work and the patients on whom they operate allow for a 
“simplification” of practice, in part because of the manner in which the patients are constructed 
as deserving victims and the work as emergent and necessary. These discourses are rooted in the 
evangelicalistic language and assumptions discussed above, which coincide with the discourses 
within biocapitalism that speak of venture capital and risk-taking in the unknown (Sunder Rajan 
2006). These political and moral economies of hope sustain physicians and other team 
participants, but serve to objectify actual patients and construct them as biological currency 
between symbolic and material biocapital worlds. 
There is a greater moral authenticity ascribed to the self-sacrifice that participation in 
medical mission work is assumed to entail. The trip was associated with a break from “normal” 
life and a hardship during which one sacrificed the comforts of home in order to be of service to 
others. It was telling that when one of the teams conducted a reflection time together at the end 
of their trip, almost all of the participants focused on the hardships they had overcome caused by 
the unpredictability of the environment and transportation, rather than on their experience with 
the medical practices or patients. A volunteer on a different team responded, “You know, its 
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been one of the richest experiences of my life so far,” in response to a question from a fellow 
team member about the long bus ride to get to the hospital, on her first day in Ethiopia. The 
personal value of the experience resided, at least for some participants, in the self-sacrifice and 
hardship endured on the journey and discomfort of the surroundings.  
 
Moral contradictions of Medical Missions 
 
Far from being pre-political, ‘universal human rights’ designate the precise space 
of politicization proper; what they amount to is the right to universality as such… 
The paradox is therefore a very precise one, and symmetrical to the paradox of 
universal human rights as the rights of those reduced to inhumanity. At the very 
moment when we try to conceive the political rights of citizens without reference 
to a universal ‘meta-political’ human rights, we lose politics itself; that is to say, 
we reduce politics to a ‘post-political’ play of negotiation of particular interests 
(Zizek 2005:115) 
 
One of the more difficult ethical dilemmas faced by American physicians in this biomedical 
space revolved around how to determine whether or not the project was successful and how to 
measure this success. This dilemma is situated at the intersection of the economic logics driving 
“global health,” in which success must be quantified and measured in an easily translatable 
manner, and the humanitarian logics driving the participants of medical missions, in which 
connection, salvation, and rejection of these same neoliberal economic logics were centered. An 
American gynecologist, Jonathan, thought through these contradictions regarding repair of 
uterine vaginal prolapse for a mission project that completed close to fifty surgeries in one week: 
I think there's many ways to measure the success. I think that our individual 
patients measured the success with the outcome of their operation. An 
improvement of quality of life. Because honestly, this is just a procedure for 
improvement of quality of life. So I don’t think that we have a way of measuring 
success beyond how they feel at discharge, which is conjecture that it will be okay 
for 6 or 12 months... With the numbers that we have in the States, we can be quite 
confident that the majority of these operations will hold and they'll have a good 
quality of life without complications.  
The complications that we don't know are mesh erosion; we don't know 
what the rates will be in malnourished women like this, so that's a concern to me. 
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I think the best way to do it would be to have a more involved consent process to 
see what's the most important thing to these women in terms of sexual activity, 
comfort of not having prolapse, balanced with the risks of not having any 
complications or erosions. I would say we're probably assuming that with the 
numbers we know, that this would provide an overall benefit to the large majority 
of women. I think that's a fair assumption. I think its really easy to judge. I think 
its very easy to say, let's not do it at all, because we can't get those numbers or its 
very difficult. Or we could try to do that and be comprehensive and get those 
numbers and the quality of life measures, erosion numbers, and the failure 
numbers over 12 months, at the expense of doing less surgery. So we're risking 
that our outcomes are not good, but we're also benefitting more women... with 
assuming that there is a benefit. In my mind that that's a reasonable thing to do, 
otherwise I wouldn't be here.  
 
The dilemmas regarding these types of ethical questions were echoed by several physicians on 
this team and others. The attempt to resolve disenchantments resulting from the practice of 
biomedicine in the United States through engagement in medical mission work in Ethiopia fails 
because tensions that surface immediately within this space mirror the contradictions elsewhere. 
Successful outcomes increase funding for medical missions, but there is no real way of 
measuring outcomes because the volunteers leave relatively soon after surgery and there is no 
follow up of patients. Furthermore, there is little in the way of paperwork associated with the 
surgical patients, as discussed in the previous chapter. Finally, there is a dearth of 
epidemiological data regarding these patients to begin with, so it is difficult to know how much 
of a population level impact is even being made.  
In general, the projects’ successes are measured largely through the number of surgeries 
performed as these are reported back to donors as the relative efficacy of the project. In fact, 
teams that have been on previous mission trips try to best each other or their own past 
performances in terms of patient numbers. As was stated without hesitation by William who 
served as both a surgeon and the project leader in response to how he measures the success of a 
trip, “Number of cases we get done. Number one. Number two, number of devastating 
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complications; so very concrete. We’ve had one devastating complication and our successes, our 
numbers, are okay.” The outcomes of the surgeries, as least in the immediate sense, are also 
taken into account.  
Sam was on the phone with Zenabu, an Ethiopian-American nurse, who is helping 
with the cataract project in [another town]. Zenabu told Sam that they had done 
46 surgeries (in one day)! “He’s [the surgeon] a real go-getter!” Sam mentioned 
this to multiple people, multiple times, and always included the number. There 
was definitely an impression made by the number of surgeries. This was also the 
case at Gelel Christian Hospital. All of the cases are written on the white board in 
the OR and numbered. Throughout the day there was constant talk about how 
many cases we had done and how many were left and how many that totaled. 
(Fieldnotes November 14, 2013) 
 
Others, both on this team and others, were less concrete in their discussions of the project’s 
successes, but still remained quite focused on the number of surgeries completed. The numbers, 
for some projects, even took on a spiritual significance, as in the case of one cataract team, 
whose goal it was to operate on 100 patients.  
Apparently during worship time on Saturday evening, a member of the team 
stated wanting to meet the goal of operating on 100 patients. On the final day of 
surgery when it came time for the last patient, the team had completed only 87 
cases. She reiterated before this last patient that she had wanted to get to 100 and 
it turned out the patient’s age was 100! This was taken as a communication from 
God. I am relatively certain that most, if not all, of the team members were 
skeptical regarding this patient being 100 years old, but it became a rallying point 
nonetheless. (Fieldnotes November 29, 2013) 
 
The number of surgeries represented both a team goal and a bind for the teams. This tension was 
evident for the lead surgeon, Ben, of the team described above. Trying to negotiate it he said,  
And to me it’s not the numbers… I’ve worked on teams where numbers are very, 
very important, very important. I mean, I would say you would be bordering on… 
not completely unethical. And part of it is the way NGOs work. I mean funding. 
You have to have… you have to do cases. You have to have numbers. Otherwise 
if you don’t have numbers, then when you go back and report, people ask, ‘How 
many cases did you do?’ ‘Oh I did five cases.’ ‘What?!’ You know? Where we 
did 87 cases. ‘What’ [The other ophthalmologist] did 160. What’s the matter with 
you guys?’ Its like… I’m very happy overall with the quality of the surgery.  
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Sustaining volunteer projects requires maintaining funding sources. Though several of 
the physicians were conflicted about the measurement of project success, in each of the volunteer 
projects, patients were counted so that number could be reported to donors. Although outcomes 
were discussed, several interesting situations occurred in which the outcome and well-being of 
the patient were subsumed to the goal of increasing project numbers. One patient who was blind 
in one eye underwent surgery by one of the American cataract surgeons. The surgery was 
unsuccessful from the patient’s perspective because although the cataract was removed and his 
eye no longer appeared cloudy, his vision did not improve. When I asked one of the surgeons, 
Karen, about his poor outcome, she replied, “I don’t know. I don’t know their histories that 
well.” This patient was still a surgery done, however. He still counted in terms of success of the 
project, despite the relative lack of utility of the surgery for the patient. The objectification and 
depersonalization of project patients through the counting of patients as numbers of surgeries and 
the barriers to real engagement undermines one of the primary goals of the physician 
participants: to reconnect with patients and a recapture a relational, care-full medical practice.  
The other information collected from the patients are photos, videos, and stories, which 
are also passed along to donors and friends of the participants as evidence of their participation 
and as a counterpoint to the numbers in terms of fundraising and storytelling. There is a sort of 
contradiction between these two types of data that mirrors the tension between the neoliberal and 
charitable moralities. When pressed, however, many of the volunteers reported that simply 
measuring the number of surgeries was an inadequate measure of their experience and of that of 
the patients. They went further to say that even photos and videos did not capture the emotional 
quality that was important, especially when the relational aspect of the project was important to 
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the participants. The ethical dilemmas faced by American surgeons with how to measure success 
of the trip were carried through discussions with almost all of the participants. 
So I think that the success is on a lot of different levels. You know I think it can 
be something as intangible as what people carry back with them, kind of 
understanding what they have and being able to allow that to impact their care of 
people back home. So I think the thing that's so easy to measure is the number of 
cases. I think that's why people do it. But I think that's not the whole picture. (Dr. 
Laura, American anesthesiologist) 
 
This is powerful in several ways, especially how that this participant and others speak of “goals” 
and the attempt to reconcile different ethical perspectives and objectives. This reveals the 
tension, not just as a broader theoretical framing, but as an embodied conflict that is productive 
of the practices and discourses of the participants themselves.   
Though the physicians participating in medical missions hope to uphold humanitarian 
tenets, demands of transnational biomedical spaces result in their engagement in practices that 
contradict these values of universal human rights and the moral imperative of intervention. The 
contradictions between these projects’ ethical foundations are revealed as a politics of life in 
which lives are inherently unequal and the entanglement of technologies within the sociopolitical 
milieu exist in friction with the ideals of equality and discourses of universal human rights 
(Fassin 2009, 2012; Appel 2012) 
 The practices and discourses produced within this space bolster the neoliberal 
foundations that form the basis of the clinical disconnections that the volunteer physicians are 
trying to escape. This occurs because the charitable work being done is still an individualist 
project, emphasizing the self-sacrifice of individual physicians and other volunteers.  
Because I think that I’m extraordinarily fortunate and blessed and I think that 
its… everybody should feel responsible for giving back. I have been given so 
much and I feel that I am so fortunate to be able to do the work that I do. And I’m 
not in any way trying to sound like I’m this great person or anything, but not 
everybody can be a surgeon and I recognize that, but with that gift comes a 
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responsibility and I think that’s really important to… I think it’s really important 
to share that. I think that it’s… it would be irresponsible to not share that with 
people who are in need. And I just think that everybody should just look for 
opportunities to give back. (Dr. Candace, American gynecologist) 
 
The individualizing discourses used to describe the participants’ motivations reconstruct 
common discourses within charity work, of fortunate individuals in the global North seeking to 
give back to those deemed less fortunate.  
Though the volunteers struggle to resolve the ethical tensions inherent in this work, 
ultimately they reproduce discourses that support the projects in which they are engaged and 
absolve them of responsibility for greater systemic change. Discourses of charity reify a series of 
dominant assumptions about the global South and the neediness and lack of political life of the 
people within it. As addressed in previous chapters this serves as a frontier construction and 
reinforces informal economies and unequal hierarchies. It also further objectifies patients as they 
are used to demonstrate the embodied transformative possibilities of the biomedical intervention 
in order to sustain a sense worth and funding for the projects.   
The last patient of the day was Mercabe, who was 15. It was a bilateral cleft lip 
that ended up beautifully. I mentioned to Brian [the surgeon] it looked like a 
puzzle put together. Sam came in and exclaimed over how great it was. He said, 
“I wish she lived closer in Gelel. I wish we had a girl like this in Gelel so we 
could take follow-up photos when all the swelling went down.” While she was 
still lying down and hadn’t even had an opportunity to spit the blood and saliva 
out of her mouth, Sam leaned over her to take an “after photo.” He didn’t even 
know her name. At some point walking out of the operating room, Brian turned to 
me and said that there would never be an Ethiopian Reality TV show about this, 
because the patients weren’t emotional enough in their reactions. He said he’s 
come to expect this, but I still sensed a bit of disappointment in the lack of 
reaction. When Mercabe came out of the operating room, her brother came in and 
sat down next to her. He stared at her face and put his hands over his mouth in 
surprise. That was about the most reaction we got. (Fieldnotes November 14, 
2013) 
 
The goal is not simply medical care, but the provision of a transformative experience for the 
volunteer participants and the project patients, an inculcation of evangelical biomedicalization in 
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humanitarian ethics. While this is not difficult to imagine within the context of a religiously-
oriented and evangelistic medical mission, the idea of transformation was also employed by 
secular projects that did not adhere to any goals of spiritual conversion. This reflects the 
incorporation of a secular biomedicalized ethics into practices, in which salvation is achieved 
through sacrifice and alleviation of bodily suffering (Rose 2007). 
 
Project patients and transforming bodies 
Two of the most important practices of these medical mission projects is the commodification 
and transformation of “project patient” bodies. As a politics of subjection and subject-making, 
neoliberal ideology shapes the ethical positionings of both the American and Ethiopian 
physicians and impacts their local moral worlds. As suggested by Ong (1999) the articulations of 
neoliberal projects and moral economies are able to both strip human beings of citizenship and 
become realigned in the protection of bare life. This process occurs within this biomedical space, 
variously excluding Ethiopian bodies from the mission projects, while reifying the flexible 
citizenships of the American participants. In this setting, the patients’ bodies are objects on 
which these ethical positionings are performed.  
The embodied suffering of patients is relieved through the salvationary innovations of 
biomedicalization, centering life and health as the ultimate good and providing access to the 
practice of “heroic medicine” (Rose 2007). The patients treated within this biomedical enclave 
are those who are constructed as most deserving through their visible bodily suffering and are 
constructed as not responsible for their own care. This is distinct from neoliberal subject-making 
as it is usually discussed as central to biomedicalization, in which biomedicine functions to 
produce self-disciplinary patient-consumers, responsible for their own health and bodily 
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enhancements (Clarke et al 2003; Foucault 1995; Rose 2007). Patients were allowed into and out 
of this space depending on how well they fit the project requirements and were selected for 
participation based on the presence of the particular pathology the team was willing and able to 
address. Some patients were more valued than others, often because of their age, purportedly 
tragic stories, or especially astounding pathology.   
While we were out in recovery between patients, Sam pointed to one of the boys 
and told Dr. Brian, “I asked this man with the next patient, ‘are you his father’ 
and he said ‘abbaa hin jiru39,’ which means he’s an orphan.” Sam told this story 
with a sense of awe and just like in the cases of the patients who had travelled 
long distances, I felt that this information made this boy a more deserving patient 
and more of a “good story” in Sam’s estimation. The greater the hardship of the 
patient the more Sam is drawn to them. I don’t know if he asked about the boy’s 
mother (Fieldnotes November 15, 2013).  
 
Patients that were obviously in great need, but were not suffering with the specific 
pathology that the team was addressing were generally turned away. An exception to this was a 
plastic surgeon that worked on his own, who helped several patients with skin grafts although 
they did not have cleft lips or palates to repair, as was the stated goal of his project. Teams 
avoided severely ill patients outside of the projects’ purview because they were constructed as 
“unaidable” within the projects’ modular logics. This distressed some volunteers, who seemed 
uncomfortable with the triage.  
The last patient that came in Saturday night was examined [for uterine vaginal 
prolapse] in the minor procedure room of the OR. William did the exam and 
immediately looked angry, saying that it was for sure cervical or uterine cancer. 
The woman began bleeding after the exam, looking embarrassed, as large clumps 
of blood fell onto the bed and the floor. William told Jonathan to also do an exam 
and said that the exam could be the terminal event. He said that cancer patients 
often die after they start bleeding and that it doesn’t stop and then they just die of 
hemorrhage. William said angrily, ‘This is a disaster! Its not fair!’ He was angry 
that there was nothing to be done for the patient and angry that it was he that 
couldn’t do anything. There really wasn’t any option besides suggesting that she 
could go to Addis for follow up. She could not afford to go and it was likely end-
																																																						
39 This response is actually translated as “Father is not here,” which could be interpreted as he does not have a 
father, as Sam does, or just as easily interpreted as the boy’s father is not present at this time. 
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stage cancer. It was too late for the patient to go home this evening, so she had to 
spend the night in the hospital. William agreed to let her have a bed in the ward 
upstairs. By the following morning’s rounds she was already gone. (Fieldnotes 
February 8, 2014) 
 
These patients presented a moral conflict for the volunteers. They embodied the suffering 
and life-threatening illnesses centered in the urgency of humanitarianism, but fall outside of the 
carefully-constructed boundaries of the medical mission enclave. The acceptance of such patients 
would disrupt the difficult work of disentanglement in which the teams engaged. Furthermore, 
these types of patients represented a potential source of failure for the teams’ surgical 
interventions, undermining their “success” and the hope of salvation through biotechnology.  
“Project patients” are constructed based on the presence or absence of the specific illness 
that is treated by the team. Hope [American anesthesiologist] mentioned that although the 
pharmacy has a “pretty good stock of medications, so there’s a fair amount of ability… there’s a 
sufficient infrastructure to do the medical side of care, but I don’t actually see a lot of that 
happening…” This team did address some of the patients’ issues with hypertension, by 
prescribing medication (and expressed surprise at the rates of hypertension among the women).  
It seemed that much of the hypertension was treated as a prerequisite for surgery and not 
because of the patient’s needs. One American surgeon told a colleague not to prescribe a 
hypertension medication because “there was no sense in giving something for two days if she 
can’t take it after she leaves.” The younger doctor later relayed that if he had a patient in the U.S. 
with blood pressures as high as hers, he would definitely treat it. Responsible treatment of this 
patient’s hypertension would have required follow-up care and thus integration with the rest of 
the hospital and the Ethiopian physicians. As discussed previously, this would have required 
transgression of project boundaries and a re-engagement with sociopolitical entanglements.  
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For this reason then, medical mission work departs from other discussions of biopolitics 
and particularly from those of biological or therapeutic citizenship. The project patients are 
initially part of an excluded population that is not counted or measured biopolitically prior to 
their engagement with the medical mission, representing a thanatopolitics of the Ethiopian state. 
Indeed the goal of recruitment of patients is to find those that are the most unreachable and least 
served.  
Fikadu, the hospital’s CEO, told me that the goal should be to reach the furthest 
out woredas [communities] in [the district]. He wrote four of them on a post-it 
including Begi, Kondala, Gidami, and Mana Sibu. He said that the people in these 
districts had no access to hospitals and needed services. I put up a slight argument 
that transportation for patients to get to the hospital was an issue as we got further 
from Gelel. Begi for example is 210 or so kilometers away on a dirt road. 
(Fieldnotes January 19, 2014) 
 
While their subsequent participation in the project inculcates in these patients a type of 
biomedical subjectivity, they are only counted insofar as they interact with the medical missions. 
The data and their patienthood are ignored within the broader hospital and national context, 
through the segregation of medical charts created for project patients and those of hospital 
patients and the lack of follow-up care available. For the few project patients referred by 
Ethiopian providers for surgery through the medical teams, their place within the Ethiopian 
hospital through which they might gain a more permanent therapeutic citizenship, is lost, at least 
temporarily, as in the case of the gynecologic patients referred to the American prolapse team in 
the previous chapter. 
Previous scholars have understood types of biomedical citizenship to be founded on 
categories of risk or disease that become a person’s claim to rights from a state (Petryna 2002; 
Ticktin 2011b) or international organizations (Nguyen 2010). Project patients, however, have 
cure as their primary goal of involvement with the medical mission teams. If the surgeries are 
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successful, the patient loses the very biological evidence that gained him or her access to the 
biomedical space to begin with. If the surgery is unsuccessful, the patient does not have access to 
further biomedical care as the mission teams work separately from networks of referrals for the 
most part. This inclusion as project patients infers a type of temporary border-crossing privilege 
for patients, which resembles more of a temporary migrant status than that of citizenship. This 
status is relinquished at the end of the project. 
One of the other significant considerations when assessing biopolitical governance by 
medical volunteers in this space is to acknowledge the vast number of people that are not 
included. Following Agamben (1998), bare life is that life which is outside of politics and hence 
excluded from protection from the law. Bare life is necessary for humanitarian logics because 
imagining a person as reduced to bare life makes her able to be saved. For American volunteers, 
discourses of patients as bare life are supported through narratives circulated among team 
members regarding the exclusion of potential project patients from social life because of their 
pathologies: uterine prolapse, blindness, and cataracts all resulting in ostracization. This 
coincides strongly with a humanitarian and also religious ethics of salvation in which the most 
wretched are also the most sacred.  
Part of the frontier construction within a humanitarian ethic is the urgency and necessity 
of the intervention. The exceptional spaces and assumptions of emptiness allow for constructions 
of urgency even though the types of pathologies being cared for are not life-threatening. This 
reveals a massive contradiction within the medical mission logics. They operate according to a 
humanitarian ethic through which discourses of need and urgency are used to justify exceptional 
actions and transgressions of ethics and standards. However, the surgeries provided are elective 
	 213 
and not life threatening, but rather represent the type of enhancement surgeries that are 
frequently discussed as a necessary pillar of contemporary processes of biomedicalization.  
Brian [American plastic surgeon] defended his practice [in the United States], 
saying that 90% of the people that come really need help. The problems that they 
are facing are affecting them socially. For example, a woman who has lost a lot of 
weight and won’t wear short sleeves because of all of the extra skin under her arm 
and you can get rid of that skin and then she can wear short sleeves. Brian said 
that he’d had a patient that was a lawyer and 62, but wanted to work several more 
years, but everyone kept asking her when she was going to retire and she hated 
looking old. So he helped her look younger. “Or women who are older than their 
husbands and are self-conscious that they look so much older – it’s a social 
problem for them… It’s a lot like these cleft lips actually,” Brian said, “A lot of us 
like doing these sorts of things. We get all this training in all kinds of things and 
still like doing reconstruction… We feel like we’re giving back.” (Fieldnotes 
November 14, 2013) 
 
The medical practice around in this area is not at specialty level. The generalist 
practitioners are taking these patients with chronic illnesses like thyroid, cardiac 
[issues], hypertension and so on, but they need an evaluation by a specialist. So 
let them [foreign physicians] come. We will mobilize the patients… We will have 
more than one million patients with these cases, if they come…. Haven't you see 
millions of patients with cardiac [problems] or hypertension? We do have lots of 
that. But they are only calling the surgical teams. Why only the surgical teams? 
Why only cataracts? What about cardiologists? Call them and let them help the 
people. (Dr. Tefere, Ethiopian physician, October 30, 2013) 
 
Although reference is made to life-saving surgeries and the importance of their work at home, 
the emphasis is placed on the greater utility of the surgeries in Ethiopia: cleft lips versus facelifts, 
uterine vaginal prolapse versus sinus repair. However, what is left unresolved is the elective, not 
emergent nature of these surgeries in Ethiopia despite the urgency imbued in the teams’ 
practices. There is a lack of understanding of the patients’ perspectives on their expectations of 
and desired outcomes of the surgical interventions and the urgent and exceptional nature of the 
projects precludes prioritizing obtaining these perspectives. Indeed, some patients’ assertions of 
their preferences and expectations was surprising to the volunteers who constructed them as 
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lacking and their medical subjecthood was dismissed using these same discourses of urgency and 
exception. 
Lisa [American gynecologist] told me that a patient who had come in to be 
screened last night had told her that she wanted the abdominal surgery instead of 
the vaginal surgery [for uterine vaginal prolapse repair], because she heard that it 
was better. I asked Lisa if it was and she said that, yes, with the abdominal 
surgery the outcomes are better: the vagina is more anatomical [and] the chance 
that the prolapse recurs is less. However, Lisa said, “she might get vaginal 
anyway.” Indeed the woman did get vaginal surgery today, because she was older 
and also because it fit better in the surgery schedule, where one of the goals was 
to have equal numbers of each surgery each day, so the [operating] rooms would 
[have] even [numbers of surgeries]. I was really uncomfortable with this, given 
that the woman had a strong preference and it seemed to be for non-medical 
reasons that her preference was not honored. (Fieldnotes February 9, 2014). 
 
The prioritization of project convenience over patient preferences was not uncommon, with 
several cataract patients likewise requesting to have surgery on one eye that was subjectively 
worse, but receiving surgery on the other eye because of the team’s OR set-up or surgeons’ 
availabilities.  
For many volunteers, once a life was saved through surgery, there was a motivation to 
imbue the saved bare life with a personhood and political identity through encouraging the 
development of patient narratives and gifts of clothing, shoes, and toys. Bodily enhancement 
through surgery should have a transformative dimension, wherein participants are remade into 
“new” and happier people. This involved dual processes of objectification and subsequent 
reinscription of patient bodies into political life by the project participants. Patients with bilateral 
blindness were especially valued by the cataract teams in this transformative regard because they 
allowed the teams to accomplish the spiritually- and corporeally-valuable goal of making the 
blind able to see.40  Thus, through this surgery, the American volunteers hoped to accomplish an 
																																																						
40 The medical success of allowing a previously blind person to see is quite dramatic and has a direct impact on the 
ability of that individual to accomplish daily living tasks, greatly diminishing his or her burden on family, as well as 
improving the patient’s quality of life significantly, which should not be downplayed.  
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equally miraculous feat, by which the patients might not only have their eyes opened to the 
physical world, but also the spiritual one.41 In this way, the surgeons were also professing to do 
God’s work. Both the physical and spiritual measures of success were thereby less dramatic for 
patients who were not completely blind because they had only unilateral cataracts. 
This biomedical salvation serves two primary goals, that of allowing the ethical subject 
formation of the surgeons through alleviating suffering of another and the ensuing 
commodification of these transformations through collection of narrative and visual evidence 
that can be exchanged for symbolic capital and monetary support once volunteers return home.  
The last cataract patient came in. He was dressed in a suit, with a ragged shirt 
underneath, similar to many of the older men in the community. Someone from 
the team removed his suitcoat prior to surgery so that he would not be too hot on 
the operating table. When Ben saw his shirt he announced to him, and the rest of 
the OR, “I will give you the shirt off of my back when I have finished your 
surgery.” When no one immediately told the patient, he told Temesgen to 
translate it for him. When the surgery finished, the man sat up and Ben stood next 
to him. He told him loudly that he was giving his shirt to him. He pulled off his 
scrub shirt, under which was an orange Under Armor technical shirt. He had the 
man stand and wait while someone went to fetch a camera. He stood with his arm 
around the patient and handed him the scrub top with his right hand, having his 
picture taken while the patient’s hand was on the other end of the rolled up scrub 
shirt. They took several pictures with various groups of people, always with Ben 
and the patient in the middle. (Fieldnotes November 29, 2013) 
 
This became especially interesting in the context of prolapse surgery, because the 
surgical outcomes are only visible to the woman herself and someone with whom she is intimate. 
This team gave each patient that had surgery a new skirt and shirt, which they referred to as 
“dresses” and a pair of earrings that they brought from the United States. By providing new 
dresses, the surgical outcome, or at least its presence, is made visible and the transformation is 
																																																						
41 From a spiritual perspective, this surgery is closely linked to the acts of Jesus in the Bible’s New Testament, 
wherein he lays hands on blind men, allowing them to see, in both a physical and metaphorical sense.  
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performed, even though the actual surgical intervention cannot contribute to this image. The 
patient expresses gratitude for this new “her” through “seem[ing] pleased with the care.   
And I love that we can do something for them, you know, it so simple, but giving 
them these dresses and earrings, I think it makes them feel like, I’m actually a 
new woman. Right? Because I came in with this problem that people really don’t 
like to talk about and when they come in and they see like a whole 18 beds full of 
women with the same problem and then they know actually that they are not 
unique and alone and an outcast. Like, a lot of people have this problem. And 
when they leave with a new dress, it helps them feel like a new person, I think. 
(Dr. Candace, American gynecologist) 
 
The patients’ discharges were marked by the gifting of clothing and earrings and patients were 
photographed once they had changed into their new clothes, often with family and loved ones 
gathered around. These digital photos could only ever be for the American medical team as the 
volunteers had no contact information for the patients.  
The salvationary capability of biotechnology is harnessed through both the provision of 
bodily enhancing surgery and the born-again dimensions of becoming a biomedically-
transformed person. This engagement in a biomedical evangelical project, in which personhood 
for project patients is reconstructed, coincides with the individualistic and magical aspects of 
neoliberal capitalistic ethics, but requires consideration of a different type of therapeutic 
population than previously described and one more significantly entangled with millennial 
capitalism. The temporariness and instability of therapeutic personhood for the project patients is 
the embodiment of the informal and disconnected neoliberalism that characterizes 
biomedicalization in this space: one in which inequality structures unpredictable networks and 
creative biomedical practices. It also allows for the same discourses of salvation and 
transformation evident in biomedicalization processes in more stable places, in which less 
temporary biomedical communities can be formed.  
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Conclusion  
Medical missions are unique forms of “global health” work that exist at the intersection of 
biopolitics, moral economies, and biocapital and the contradictions that are inherent in each of 
these concepts as described above. They are at once an integral part of a variegated transnational 
biomedicalization as well as the embodiment of a series of contradictory processes that both 
embrace and resist biomedicalization and thus serve to shape it, not only in the “global health” 
spaces in which they work, but also in the transnational biomedical spaces of the United States 
and elsewhere. 
Medical mission work relies on a humanitarian ethics and not a development ethics 
primarily, but these competing paradigms result in friction. The practices and discourses of these 
projects engage in a form of biomedicalization that is productive of several novel entities: project 
patients, modular medicine, frontier spaces, and evangelical ethics that move and intersect 
through unstable networks and particular economies. These biomedical projects stand in relation 
to and interconnected with, but still distinct from the processes of biomedicalization taking place 
within the Ethiopian hospital, outside of these medical mission enclaves. This clinical space then 
allows multiple, alternate biomedicalizations to occur within the same time and space, co-
constructing and resisting each other.  
 The central motivating question in this chapter regarding why these projects continue if 
few people think they do much good, even while they produce discourses that help participants 
convince themselves otherwise, is seated at the intersections of the ethics of neoliberal millennial 
capitalism and humanitarianism. American physicians, desiring reconnection with patients and a 
return to a care-full medical practice, essentialize clinical spaces and patients outside of the 
United States as in need of salvation through biotechnological innovations. Accessing 
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transnational networks and relying on flexible citizenship, these volunteer physicians invest in a 
political bioeconomy of hope that engages in discourses familiar in venture capitalism and 
evangelicalism. These ethics and economies exist in tension with one another, producing moral 
contradictions for the volunteer physicians that are difficult to resolve. Indeed the very success of 
the projects relies on a depersonalization of patients and their reduction to their bare biological 
lives. Volunteer physicians must engage in discursive and practical work to rescue project 
patients and establish them as clinical subjects to move them towards salvation through corporeal 
transformation and thereby to accomplish the very goals motivating these physicians to 
participate in medical mission projects.  
It is imperative to understand the ways in which both biocapitalist and humanitarian 
logics rely on a surprising set of evangelical practices and discourses that intersect with 
biopolitics globally to produce paradoxical transnational biomedicines. Evangelicalism, central 
to the magic of millennial capitalism and its moralities uneasily combines humanitarian logics of 
salvation and sacredness of life, with neoliberal ones, producing an evangelical ethics of medical 
mission work. 
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CHAPTER 7 
Conclusion 
 
This dissertation tells the story of multiple biomedicines in conversation and often in conflict 
with one another, intersecting in spaces of friction, where moral worlds, technoscience, and 
political economies overlap in peculiar ways and produce unexpected forms of personhood and 
practice.  
In the summer of 2009, Dawit, a young man in a rural Ethiopian NGO-run 
hospital died four days after being stabbed. While doing rounds with a nursing 
student early one morning we ran across Dawit, whose vitals were distressingly 
abnormal. Seeing volunteer surgeons from the United States on a surgical mission 
project crossing the hospital lobby, I called them over to see the patient. A flurry 
of activity ensued with the patient receiving bilateral chest tubes, supplemental 
oxygen, and manual suction and ventilation. The nursing staff stood back and 
watched while two surgeons and three medical students, all temporary volunteers, 
all white, poured all of their energy into revitalizing this young man, while his 
brothers looked on.  
The attending physician who took over the case for the first two days was 
an American trauma surgeon whose attitude was one of doing whatever is 
necessary to save the life of the patient. “What you’re trying to hold to,” she said, 
“within the facilities you have, is trying to provide medical care at a U.S. 
standard.” Before leaving, the surgeon contributed $400 US dollars towards the 
hospital bills of the patient. 
The Ethiopian physician that had seen Dawit in the emergency room and 
admitted him steered clear after several on the team, including senior medical 
students, were quite vocal in their criticism of his apparent lack of diligence in 
assessing the patient. Just out of medical school himself, this young general 
practitioner often expressed frustration with the visiting physicians and students.  
 After two days the American surgeon left abruptly because her two-week 
medical mission ended and an Ethiopian surgeon took over Dawit’s care. He 
immediately removed the chest tubes, told us to put him on oxygen and then just 
wait and see. Conversations with him revealed that he engaged in a nuanced 
decision-making process about care, that considered not only the patient’s 
immediate condition, but also the family’s economic situation and the cost, both 
monetarily and socially, of whatever care was given.  
After the patient passed, I wrote that I was happy we had been able to give 
him more time with his family, ignoring the protests Dawit had made against the 
extraordinary measures taken to save him and the almost complete lack of 
communication between the medical staff, Ethiopian and American, and his 
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family, given both the language barriers and the unquestioned authority with 
which the work took place.  
 
During his short hospital stay this patient was seen by three physicians, each of whom 
provided their own interpretations of best practices of care determined through individual and 
community ethical paradigms, locally-contextualized, yet globally-dispersed biomedical training, 
and organizational hierarchies. Assumptions of universal “best practices” and ethical standards 
result in friction as biomedicine moves as a set of biomedical imaginaries and processes, 
precluding consensus because of its malleability and situatedness, but functioning to obscure 
these characteristics through discourses that suggest consensus.  
 
Overview 
The study of biomedical processes and practices in this small community in Western 
Ethiopia lays bare several tensions and conflicts, many of which defy simple resolution. These 
tensions exist not only within this specific site, but represent symptoms of a supposedly modular, 
universal biomedicine, entangled in local politics, economics, and moral worlds. First, examining 
the political-economic and sociocultural realities of this place, I demonstrated that 
biomedicalization is indeed a transnational set of processes, but that it exists as a variegated 
form, reflecting unstable and constrained clinical environments.  
 Second, detailing practices of Ethiopian medical doctors, I articulated the professional 
and moral conflicts they face when globalized professional standards of practice and knowledge 
do not reflect local political economic and interpersonal realities. Ethiopian physicians’ 
innovations and access to informal networks represent attempts to mediate these disjunctures 
within a practice severely constrained by lack of resources and unstable, unpredictable access to 
equipment and training. As demonstrated in the third chapter, these innovations and informal 
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connections, while allowing physicians to practice a biomedicine that serves patients to the best 
of their abilities, fail to resolve the conflicts they face. Moreover, they are prevented from 
securing membership within the global medical community they imagine.  
Many of these physicians, initially dedicated to their communities or with aims of using 
their medical practice as social justice, become disenchanted with the transformative potential of 
biomedicine and leave these rural community hospitals in search of more fulfilling careers in 
urban centers, with NGOs, or in other nations altogether. Patients in Gelel are thus left with an 
unpredictable influx of relatively inexperienced physicians and hospital infrastructures that are in 
constant need of renewal and renegotiation. On a broader scale, the failure to practice an ideal 
biomedicine in this space represents the ruptures between the biomedical imaginaries and “global 
health” as a discourse of equity and social justice and the clinical realities structured by political-
economic inequalities and historically-embedded inequities. My research shows the ways in 
which American and Ethiopian physicians within this space are striving to achieve a morally and 
professionally satisfying practice amid structural constraints and the practical and discursive 
outcomes of these imaginaries.  
American physicians, likewise, face professional moral conflicts when their own 
conceptions of biomedicine as a moral endeavor conflict with biomedicalization as a 
neoliberalized technoscience within medical practice in the United States. Their attempts to 
reconnect with patients and practice an artful medicine meets with frustration within a highly 
bureaucratized and standards-based biomedical regime. Pursuit of these idealized medical 
practices that emphasize the soteriological, drive a search beyond U.S. borders and ultimately the 
establishment of exclusive “global health” enclaves within “other” hospitals. In this friction-
laden space, practices, patients, and ethics can be constructed and maintained in an ideal and 
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decontextualized fashion, as detailed in chapter four, but only with significant and constant work 
and critical ruptures exposed by interactions with Ethiopian patients and staff. Importantly, these 
spaces of exclusion rely on imaginaries of “global health” destinations generally and this 
Ethiopian clinical place in particular, as frontiers in need of urgent intervention and devoid of 
alternatives, as well as biomedicine as a set of modular technologies. Even while constructing 
these imaginaries, American volunteers are often aware of the contradictions and difficulties 
inherent in these medical mission projects. They turn to an evangelical ethics that foreground the 
hope and hype of technoscientific innovations and the transformative potential of biomedical 
practices for both patients and physicians.  
My research explores the intersections of the Ethiopian and American physicians’ local 
moral worlds and biomedical practices within this particular space and shows the ways in which 
the friction-laden interactions reveal incongruencies and narrative fallacies of each. Ethiopian 
physicians are excluded from the practices of an idealized global biomedicine and this exclusion 
is reinforced by the presence and actions of the American medical missionaries. Likewise, 
American biomedical enclaves are disrupted when Ethiopian physicians and staff cross the 
tenuous borders established within the hospital. In both cases, the imaginaries of universal, 
standardized, and inclusive biomedicines are troubled, revealing the inability of physicians to 
maintain stated ideals of moral and technoscientific practice.  
In considering the ways in which biomedicines are practiced in this setting by both 
American and Ethiopian physicians, this dissertation makes several significant sociological 
contributions. First, current medical sociological literature describes contemporary biomedical 
processes as undergoing significant changes in the (re)construction of subjects, practices, and 
knowledges. Despite acknowledgement of a dearth of research on biomedicalization outside of 
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Northern academic centers, little has been done to describe the transnational dimensions of these 
processes and practices both in the global South as well as in the global North. Extending studies 
of biomedicalization to transnational postcolonial spaces requires what Bell and Figert (2015) 
have called “moving sideways” to engage with other disciplines. This dissertation employs a 
method of “moving sideways” by placing the biomedicalization literature in conversation with 
postcolonial studies and concepts of borders, modularity, and unequal mobilities from global and 
transnational sociology. In so doing, I aim to enrich studies of contemporary dynamics of 
biomedicine through a reconsideration of biomedicalization as set of localized, situated practices 
constructed through macro-institutional processes and constituted through not only 
technoscientific innovations, but also moral and ethical dimensions and intersubjective 
relationships.  
Studies of biomedicine in the global South have often represented biomedical practices as 
universal, opposed to indigenous medicine and functioning as neocolonial projects in these 
regions. Recently, Wendlund (2010) and Street (2014) have taken an alternative view, arguing 
instead that biomedicines are localized and indigenous, part of the dynamic and uneven medical 
landscapes of these often neglected places. I contend that biomedicine in Gelel, Ethiopia is both 
of these things. It functions as scientific discourses of expertise and a set of imaginaries used to 
silence local knowledges and preclude development of biomedical practices that are attuned to 
local and regional epidemiologies and needs. Simultaneously, it consists of a site-specific set of 
medical traditions representing a hybrid of international, national, and community-developed 
technologies, both scientific and moral. Ethics of patient care and professional duties are woven 
into biomedical training across the globe and thus into the fantasies of practitioners. These are 
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incorporated, however, into individuals’ lived experiences and function as part of local moral 
worlds. 
Through a focus on medical practitioners, I have emphasized the practices within this 
hospital space to reveal the dynamic, if incomplete, situated processes of biomedicalization and 
the negotiations that they require. Furthermore, this site offers a unique perspective on 
biomedicine in a postcolonial setting, where Ethiopian biomedicine intersects with transnational 
biomedical networks that reveal the continued epistemic violence that occurs through institutions 
of “global health.” The boundaries that are crossed and reconstructed and the networks utilized 
reveal and reinforce inequities, excluding many of those best situated to make systemic changes. 
Medical missions constitute a specific type of “global health” project that employ unique 
types of biomedical technologies and discourses and an evangelical ethics that allow involved 
physicians to engage in practices and processes of biomedicine that represent alternative 
conceptions of temporalities and spaces that are coproductive of other types of biomedicines 
within this space. Multiple constructions of space and time shape ideal and actual clinical 
practices and discourses, which function as alternatives within a setting of co-constituted 
modernities, requiring each other to exist.  
The efficacy, applicability, and moral good of biomedicine is assumed to be universal by 
those that travel with it. However, the biotechnologies with which they travel are constituted as 
proprietary and local physicians are often assumed to be absent, incompetent, or poorly-trained, 
despite their completion of standardized education. Thus the assumptions of universality and 
resulting modularity of biomedicine apply to only some of its parts and are limited in many 
respects to only one direction.  
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This reveals inherent paradoxes in “global health” work similar to those described by 
scholars in other disciplines concerned with race, colonial studies, and transnational political 
economics: the “colonial paradox” that requires some bodies to be simultaneously the same and 
different. Bodies of patients must be the same across the globe and even their suffering must be 
similarly readable, in order to assume that biomedical technologies will easily translate from 
place to place. However, the sameness must be bounded by biology, because they are likewise 
considered different from “normal” American patients, who require more pain medication, 
greater privacy and consent, and are less deserving of the medical care they receive. Even the 
universality of biology is troubled in practice when Ethiopian patients respond differently to 
anesthetic and pain medication or have “loose zonules” and harder cataracts, questioning the 
suitability and efficacy of “the best” technology.  
In particular, my ethnographic approach has set out to understand the work that is 
necessarily done to maintain hegemonic narratives of biomedicine as universal and standardized 
and of “global health” as borderless and inclusive. Through a theorization of biomedicalization 
as variegated, I seek to position my research at the level of the universal and local 
simultaneously, through consideration of macro-institutional structures and the local 
sociopolitical contexts that construct and transform biomedical processes and their practitioners. 
The inevitable fissures of these encounters reveal the stratified nature of biomedicine and how 
medical missions erect new boundaries that exclude “others” in unexpected ways.  
 
Reimagining Biomedicalization as a Postcolonial Transnational Project 
Biomedicalization functions as an imaginary and set of processes within this transnational space. 
Its construction is reliant on macro-institutional structures, but also reflects the mutability 
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required to be locally-situated and defined. This is in contrast to those who argue that it moves as 
a sort of universal, immutable mobile, or template. Previous conceptions of movements of 
biomedicine, such as healthscapes are inadequate because they assume a Western biomedicine 
that diffuses or flows into non-Western spaces. While the institutions and discourses that travel 
with it make it recognizable and communicable across sites, the associated technologies, 
meanings, and practices change as biomedicines become embedded in different social worlds. 
Substantial work is done in order to maintain the discourses of universality and standardization 
in biomedicine (Starr and Greisemer 1989). As Ethiopian and American physicians can frame 
their practices and moral economies within the broader framework of biomedicalization, they are 
able to coordinate and communicate, without consensus. Importantly, these assumptions of 
translatability and universality are disrupted by the friction-laden realities of local moral worlds, 
political economies, practices, and social networks. It is at these places of friction that ruptures 
occur and hegemonies are challenged (Tsing 2005).  
Street (2014) points to the need to destabilize a colonial picture of Western biomedicine 
as hegemonic in all places and rather give space to the unique biomedicines that exist in various 
locations. Ethiopian biomedicine has undergone a series of fundamental changes since the early 
1990s that have changed the ways it functions within hospitals, clinics, and communities as a 
system of knowledge and governance. This biomedicalization of Ethiopian medicine appears 
quite different from that described in the U.S. context, but parallels medical changes in the 
United States and functions to produce its own set of economies, knowledges, technologies of 
discipline, and communities. Thus Ethiopian biomedicalization reshapes many aspects of 
communities, including their mobility, agency, autonomy, and ultimately reifies global political-
economic and social inequalities.  
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If even patients’ biologies are exposed as localized, then biomedicine in its travels 
becomes increasingly fractured and conflicted, evincing crisis. Who then are the daily 
practitioners of biomedicine in this space? Ethiopian physicians straddle social worlds of 
standardized Western textbooks, databases, algorithms, and expectations and Ethiopian realities 
of practice, obligation, and disconnection. The space they occupy is a borderland between an 
always conflicted biomedical imaginary and a disconnected Ethiopian bioeconomy. The attempt 
to resolve a lack of resources and opportunities through innovations and access to informal 
networks in this place, however, often results in a failure that reproduces this disconnection and 
movement to alternative spaces that represent less of a conflict. Mirroring the hybrid identities of 
colonial physicians, captured by Hunt (1999) as “middle figures,” and Lo (2002) as “in-between 
and ambiguous”, Ethiopian physicians occupy a deeply ambivalent position, that allows privilege 
at particular moments and “pointedly exclude[s] them at others” (Stoler 1989:154).  
Following Decoteau (2013) and Anderson (2002) we must situate this analysis of 
biomedicine within a postcolonial perspective, which allows us to disrupt distinctions between 
the global and the local and recognize the borderlands and in-between conditions that exist 
within these spaces. As elucidated by Spivak (1988), epistemic violence occurs through ongoing 
colonial processes. By assuming a hegemonic Western biomedicine, this epistemic violence 
continues through the guise of “global health.” Simultaneously, interactions between Ethiopian 
and American medical professionals reinforce colonial and neocolonial hierarchies of knowledge 
and position and entrench racialized and gendered power dynamics between the global North and 
South. By engaging in a postcolonial technoscientific account of biomedicalization we allow 
ourselves to decenter Western assumptions and knowledges in Ethiopia and in the United States.  
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As knowledges, people, and resources travel transnationally, biomedicine functions as an 
imaginary, translated across temporal and spatial dimensions, but reconstructed in unique ways 
within these dimensions to create locally-situated subjects, practices, and moral economies. From 
this perspective, then, it is not sufficient to imagine a biomedicalization without considering the 
myriad biomedicines and their constructions in diverse settings from the outset. Indeed, the 
cutting edge Northern institutions of medicine relied upon by biomedicalization scholars are 
deeply engaged in transnational projects and practices. Indeed, Ethiopian and U.S. 
biomedicalization are coproductive and interrelated. This is apparent when considering medical 
mission practices that require constructions of Ethiopian hospitals as frontiers enable 
technologies of modularity and exclusion and depend on specific assumptions of time, progress, 
and difference. The Ethiopian political-economic and sociocultural dynamics that create 
instability and disconnections, forcing dependence on informality and improvisation, are also 
those that allow for flexibility and modularity of American medical volunteers and their 
technologies. These interconnections are produced through macro-institutional structures of 
global neoliberal capitalism and technoscientific innovation.  
Thinking about it this way allows us to do two things. First, we can understand the 
biomedicines practiced in Ethiopia in their own rights and not as a derivate or incomplete form 
of American biomedicine. This is best understood through an analysis of variegated 
biomedicalization. Simultaneously, if Ethiopian biomedicalization happens in parallel to, but 
distinct from American biomedicalization, then following Clarke and colleagues (2003), several 
new and important things are produced in Ethiopia, but in distinct ways: 1) new political 
economic forms; 2) focus on health and risk surveillance; 3) changing technologies and 
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increased impact of technoscience; 4) new forms of knowledge and information science; 5) new 
types of bodies, identities, and collectivities. 
 
Moral Economies and Neoliberal Biomedicine  
The ability to imagine the transnational and postcolonial dimensions of biomedicalization relies 
on returning to the study of the physician as an important subject of biomedicine. The omission 
of the physician from the study of biomedicine results in a loss of analysis of the moral 
economies that physicians bring to the intersection of “scientific” medical practice and neoliberal 
political economics. It is at this intersection that biomedicalization as a set of processes is most 
productive of innovations and inequalities. 
While global processes and structures construct biomedical practices, insitutions, and 
economies, these are embodied and put into practice at the level of the physician-patient 
relationship. Many current studies of biomedicine in Africa and other parts of the global South 
ask questions about how international and state-level policies impact patients, reinforcing their 
powerlessness and exclusion, encouraging new forms of citizenship and solidarities, or 
illuminating resistances and hybridities (Decoteau 2013; Nguyen 2010). In many instances, 
however, patients come into contact with these global and national policies and politics in the 
space of the hospital and clinic – face to face with physicians. Claire Wendlund (2010) notes that 
at the time of her publication there had been no other study of African biomedical practitioners, 
reinforcing notions of biomedicine as Western and monolithic. Since Wendlund’s publication, 
Livingston (2012) and Street (2014) have paid some attention to physician practices in their 
work, Livingston in Botswana and Street in Papua New Guinea. Each have given the physician 
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practices only cursory attention, however, and in Street’s case only 2 physicians were 
considered.  
 What is really gained in studying the physician practices and relationships is the ability to 
think through moral economies or local moral worlds and the ways in which they interact with 
and are impacted by locally-situated biomedicines. As Wendlund (2010) argues, there is an 
assumption of a universal moral medical code, but indeed the moral economies that drive the 
practices and discourses of Malawian students are forged through their own lived experiences as 
Malawian citizens and medical students. I want to push this argument further – while there is a 
unique Ethiopian biomedical moral economy, this moral economy interacts within these 
transnational perspectives with universal assumptions and other local moral economies that 
travel to Ethiopia. 
Biomedical imaginaries represent ideal biomedical practices, composed not only of 
technoscientific innovations, but emotional and moral technologies of patient-physician 
relationships, autonomy, and salvation. These soteriological dimensions are important aspects of 
ideal medical practices and discourses for American and Ethiopian physicians alike. Current 
theories of biomedicalization reify technoscientific dimensions, to the exclusion of these moral 
ones, following the path of evidence based medicine and “cover your ass” medicolegal cultures. 
This results in the disembodiment of the theorization of biomedicines and contributes to a sense 
of disconnection for medical practitioners. Retheorizing biomedicines through postcolonial and 
transnational literatures allows a study of physicians as citizen-subjects and a reinsertion of 
moral economies alongside political economic and biopolitical dimensions of biomedicalization. 
This recognition of borderlands and in-between spaces destabilizes a notion of a monolithic 
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biomedicine and replaces it instead with an incompletely hegemonic biomedical imaginary, with 
an emphasis on the immense work required to maintain its hegemony. 
If we understand the importance of moral economies and their intersections with 
neoliberal global medical economies and biomedicalization, then we are able to understand not 
only what types of novel subjects, practices, and knowledges are produced, but how and why 
they are produced. Within this unique localized space the different moral economies maintained 
by Ethiopian and American physicians produce patients, spaces, and practices differently. 
Despite ascribing to a universal notion of biomedicine, conceptions of moral obligations and 
professional roles diverge, resulting in competing understandings of patients and practices. These 
divergent conceptions are revealed by disjunctures when multiple and co-constructive 
biomedicines are practiced within the same places.  
Ethiopian physicians measure their professional success by a set of universalized 
assumptions and this results in dissatisfaction and disconnection from an imagined global 
medical community. In this way, consideration of the development literature and arguments from 
Ferguson (2006) regarding disconnection allow us to situate these dilemmas in a framework of 
transnational networks that connect and exclude, resulting in globalized imaginations and 
disjunctures. We can only assess these local moral worlds in biomedical practice by focusing our 
analysis on the practitioners of biomedicine themselves.  
This is also true of biomedicalization as a set of processes in the United States. While the 
theoretical propositions are interesting, they do not consider this level of analysis and focus 
either on institutional level changes and politics or at the level of the most disenfranchised or 
most resistant: the patients or advocacy groups. Understanding the impacts of biomedicalization 
on the practices of American physicians and the resulting moral dilemmas wrought by 
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disconnection from patients and over-technologization of personal interactions allows us an 
important window on how biomedicalization produces specific spaces, subjects, and practices in 
all biomedical spaces. Indeed disconnections from patients discussed by many American 
physicians and their construction of American patient-consumers as undisciplined in their self-
care and ungrateful for the care they receive is that which allows the American physicians to 
construct Ethiopian clinical spaces as frontiers and engage in creative ethical practices that are 
constructed within imaginaries of a lack of alternatives and discourses of “better than nothing.”  
These “global health” spaces, which are discussed as reminiscent of a more idyllic medical time, 
contain deserving, if wretched, patients without political status or recourse to alternatives for 
medical care. This “global health” biomedical imaginary allows the severe lack of resources and 
technologies to be reimagined as an opportunity to see patients without technoscientific 
mediation and engage in “hands-on” connections; the inability to adhere to international 
standards of care is reimagined as an opportunity to be creative outside of algorithms and 
medicolegal requirements. The ways in which the spaces, both imagined and real, are already 
constructed through the very paradigms that are thought to be absent reveals the ways that 
“global health” projects are able to undermine Ethiopian physicians’ imaginaries and attempts to 
engage as equal participants in a globalized biomedicine and serve to perpetuate colonial-era 
inequities. 
 Wendlund (2010) discusses many of the ways that moral economies are shaped by 
political, social, and economic factors experienced by Malawian medical students and the ways 
in which these moral maps help students to navigate medical practices under political-economic 
constraints. This project, however, highlights the failures of these moral economies in this 
Ethiopian context when they result in disconnection for Ethiopian physicians. In chapter five I 
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argued that these tensions and short-comings are laid bare through when American and Ethiopian 
moral economies are brought into conflict with each other through the establishment and 
subsequent transgression of exclusive American “global health” enclaves. This is made 
especially clear in the case of Bikiltu, the patient with the large uterine mass that ends up an 
American surgical patient.  
 
Constructing New Subjects, Spaces, and Economies 
Differing moral economies construct patients, physicians, economies, and spaces differently. For 
Ethiopian physicians who remain disconnected from an imagined global medical community but 
biomedical experts critical of universalized standards and overspecialization, patients often 
represent the embodiment of their professional dilemmas. Unable to diagnose with accuracy, 
Ethiopian practitioners often rely on a series of negotiations between technoscience and doubtful 
equipment and likelihoods of geography, social status, and empirical treatment to provide their 
best care. This Ethiopian biomedicine, however, is constantly compared to a universal 
biomedical imaginary against which it falls short. Faced with professional situations in which 
they are unable to feel morally and intellectually satisfied, Ethiopian physicians often discuss 
frustration, disappointment, and exclusion. Theirs is a practice that relies on instability and 
informality of spaces, practices, and economies.  
American physicians within this biomedical place rely on constructions of frontiers to 
produce patients in urgent need of salvation and spaces devoid of alternative knowledges, 
professionals, and ethics. Physicians adhere to an evangelical ethics in which they participate in 
the salvation of deserving project patients and are able to construct relationships and 
reconnections across cultural distances based on biomedical successes and the completion of the 
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salvation narrative. This requires construction of exclusive biomedical enclaves that function to 
preserve these narratives in the face of contradictory and unpredictable clinical realities. 
Challenges to these narratives and the enclaves in which they circulate, force American 
physicians to adopt a series of informalities and creative solutions in their own practices that 
challenge ideals of universal standards and push ethical boundaries. Furthermore, this imaginary 
involves expectations of the transformative possibilities of biomedical practices, not only of 
patients, but also of physician-subjects.  
 In describing the work that is done to create and maintain exclusive boundaried spaces of 
practice, I have shown both the possibilities and the limits of the American “global health” 
fantasy. Medical missions, of the type described here, do not operate under logics of 
development, although they are certainly influenced by understandings of globalized 
infrastructures and ideals of sustainability. Rather, they function as primarily as humanitarian 
projects and are thus susceptible to the moral and political economic logics associated with them. 
As detailed by Fassin (2007), Redfield (2005), and Ticktin (2011b), humanitarianism in the 21st 
century ascribes to a set of moral codes that inform who is served and how. As discussed this 
requires us to think about governance in this setting through lenses of both biopolitics, as well as 
politics of life (Fassin 2009). This is evident in the American medical missions to Ethiopia 
within the analysis of how good patients are constructed and the tensions in the competing 
discourses of “better than nothing” and “the same level of care as in America.” The development 
of evangelical ethics allow navigation of the intersection between humanitarian politics of life 
and neoliberal logics of individualism, transformational potentials, and political economies of 
hope. This ethical paradigm is rooted in the venture biocaptialist hype behind the salvationary 
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potentials of technoscientific innovations and the contemporary location of salvation within 
corporeal transformation and enhancement. 
In the creation of these tenuous exclusive spaces, American physicians carefully control 
who is allowed to cross the borders. Project patients are screened and chosen based on their 
appropriate physical ailments and deservingness. However, unlike previous studies of patients’ 
interactions with NGO-provided health care, these patients are not able to adopt a therapeutic or 
biological citizenship (Nguyen 2010; Petryna 2002). The term citizenship implies a sort of 
permanent status. Patients with acute or resolvable conditions occupy a different status than 
those diagnosed with HIV/AIDS (Nguyen 2010) or exposed to radiation (Petryna 2002) or 
trauma (Fassin 2008; Fassin and D’Halluin 2005). After being allowed into the therapeutic 
space, the patients of these short-term surgical projects are relieved of the very physical or 
biological pathology that allowed them to gain entry to begin with. Thus, project patients act as 
therapeutic migrants, adopting many of the same narrative and physical characteristics of the 
therapeutic citizens described in situations of more chronic disease, but crossing the border into 
the biomedical realm only temporarily, for a specific purpose. Notably, the surgical teams 
address visible conditions that can be “objectively” assessed, allowing diagnosis without real 
communication and sometimes even despite it. This was evident in the case of the patient who 
received cataract surgery on the eye with a less severe cataract or the woman who underwent 
vaginal surgery despite requesting abdominal surgery for prolapse primarily for the efficiency 
and economy of the volunteer teams. These situations raise important questions about biovalue 
and informed consent within medical mission settings.   
 The creation of these spaces, and the people within them, relies on the successful 
construction of the Ethiopian clinic as a frontier by the American physicians. The conception of 
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Ethiopia as a frontier necessarily precludes an Ethiopian biomedicine and its practitioners’ 
membership in a global medical community. Thus the goals of connection, networks, and 
education that are discussed by both American and Ethiopian physicians are not realizable from 
the outset.  
 The notion of frontiers and disentanglement from sociopolitical contexts through modular 
biotechnologies is challenged by the realities of the setting because of the local systems, 
infrastructures, and expertise present in this space. The patient bodies disrupt the boundaries and 
expose the moral fallacies of a project that addresses only the needs as defined by American 
physicians. This was made evident in Chapter four by the body of the cervical cancer patient, 
who transgressed the boundaries of the project space temporarily and made the surgeons 
uncomfortable because of the magnitude of her suffering and their inability to relive it while 
adhering to the project’s mission and discourse. Other bodies, such as that of Bikiltu, 
successfully transgress the project boundaries and then are carefully included through a studious 
amount of work and narrative reconstruction. 
 Ethiopian physicians’ bodies and practices likewise trouble the notion of the frontier as is 
demonstrated in chapter five both by their relative absence and their troubling presence. 
Acknowledgement of this by the American physicians would disrupt the narrative that they rely 
upon to construct their practices as justified and ethical. Various solutions are undertaken: 1) the 
erasure of non-conforming bodies and physicians, both through physical and discursive 
exclusion; 2) rewriting narratives to include specific bodies, such as Bikiltu’s and Abreham’s; 3) 
defense of a “better than nothing” position with reference to social justice and moral aims; 4) 
new projects acknowledging the necessary failure of the medical mission, such as establishment 
of university partnerships. Some projects locate the failure in the specific hospital setting, 
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referencing corruption or individual failures and thus reinsert the same project into new 
locations. Unsurprisingly, these same new projects are also eventually regarded with 
disappointment as common fissures and disjunctures are again revealed.  
 Unlike other studies of the impact of “global health” projects, this dissertation 
demonstrates that this biomedical space is already always transnational by nature of being 
biomedical. Thus, my argument is not that medical mission trips have unintended consequences 
that must be considered, though they do and many of these have been reviewed by other 
scholars. Rather, these “global health” projects are fully quilted into the fabric of biomedical 
cultures and economies in this Ethiopian community, constructing the locally-situated 
biomedicines that exist in this moment. Even while medical missions shape biomedicines of 
Ethiopian physicians, these practices and spaces produce American projects and their narratives, 
as well as biomedicalization transnationally. 
 
Implications 
The implications for this research are two-fold, both for the ways in which the complex 
biomedical spaces impact the physicians practicing within them and for understanding the 
construction of this place through the uneven and unequal intersections of transnational networks 
of medical things. One of the most significant consequences of the processes described in this 
study is the “brain drain” that occurs as both American teams and Ethiopian physicians pull out 
of hospitals in this rural location. The frustrations of both groups of physicians with lack of 
resources, support, feelings of respect, and ability to practice their craft at the level they feel is 
appropriate, results in seeking alternative sites of practice. As of the writing of this dissertation, 
several of the NGOs included in this research project have moved to other locations or engaged 
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in other projects, citing difficulties working with local hospital administrations and instability of 
staff. New NGOs and projects have come in their place. Likewise, the Ethiopian physicians have 
all since moved on as well – to larger or more academic hospitals in Ethiopia or to other parts of 
Africa where they feel they have greater opportunities to practice biomedicine in personally and 
professionally satisfying ways. Many are still looking for alternatives to practicing in Ethiopia, 
pursuing degrees and training in the U.S. and Europe. This leaves the patients in this community 
with another group of physicians, new to the community and their practices, always already 
looking for a way out, and new groups of visiting physicians and NGOs. Those most excluded 
from high-quality care will be the most in need of it – the rural Ethiopian patients without access 
to transportation or political means to affect change. 
Several scholars have worked to develop ethical guidelines for those involved in “global 
health” work and suggestions have ranged from improving volunteer preparations and changing 
programmatic focus (eg. Lasker 2015) to eliminating short-term medical volunteer projects 
altogether (Lasker 2015; Wall et al. 2006). While the impassioned call to “do something” 
resonates with many volunteers we must carefully consider what that “something” should be. 
This should begin with looking beyond discourses and ideas of both volunteer organizations and 
their critics to evaluate how these projects and their technologies are implemented in specific 
sites and their impact on resource allocation and inclusions and exclusions of particular groups of 
health care workers and patients (Krause 2014).  
Furthermore, assumptions of universal biomedicines and biologies must be undermined 
to understand the construction of bodies, personhood, and communities at the intersections of 
transnational processes within particular places. To that end, the development of relevant 
biomedical ideals and technologies by those working in specific settings should be encouraged 
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and supported with the recognition that knowledges are always emplaced and that universalist 
assumptions engage in epistemic violence through undermining the validity and importance of 
situated knowledges. Support of the development of community-based and clinical research by 
Ethiopian physicians and social scientists will help identify ways in which external support can 
be used to prioritize the interests of the most disenfranchised and disrupt global hierarchies that 
continue to devalue knowledge generation in the global South as locally-specific, as opposed to 
expectations of universal generalizability of that produced in the global North. 
Regardless of the type of medical work in which physicians engage they are obligated to 
uphold the dignity and worth of each individual patient and to assure that they are committed to 
providing the best care possible for each person. “… patients must always be treated as ends in 
themselves, not means to another end (such as a racking up a big number of [surgical cases] for 
the gratification of your own ego or ‘doing a really great case’)” (Wall et al. 2006:560). This 
requires adequate training in specific settings and rejecting assumptions of biotechnology as 
neutral and directly translatable to all biomedical spaces. It is doubtful if these ethical aims can 
be achieved in short-term volunteer medical projects and many organizations have begun to limit 
their activities to longer-term trips or to those that employ paid professionals (Lasker 2015). 
Indeed, the development of partnerships between institutions and organizations allows for 
potential collaborations in which relationships can work to acknowledge and resist structural and 
economic inequalities that reproduce hegemonic assumptions and neocolonial disempowerments. 
All of those who want to “do something” should strive for patience and seek to listen and 
open themselves to learn what they might offer that could be meaningful, including the humility 
to recognize that willingness to be taught may be the most valuable thing one can offer.   
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Appendix A: Qualitative Interview Measure for Ethiopian Physicians 
 
(1) Tell me about how you came to be here at GCH/GPH. When did you come and how long do 
you plan to stay? 
(2) What contributed to you pursuing a career in medicine? Have your motivations changed? 
(3) In what ways is your work in Gelel similar or different to your work in other settings? 
(4) [Can you describe an experience that had a significant impact on you as a physician/surgeon?] 
(5) What are factors or traits that you feel like make someone an excellent physician? An 
incompetent physician? (What do you feel is the difference between good and bad doctors?) 
(6) Are there elements of medical training that you feel are particularly important to making 
someone a competent physician?  
(7) How do you define health? As a physician how do you address health/what parts are you 
responsible for? 
(8) What resources or guidelines do you use to guide your clinical practice? 
(9) How do you define medical ethics? 
a. Have you heard about the medical ethics case in Nekemte? What is your opinion about 
it? To what extent does it impact your practice? 
(10) [GCH: What does working at a mission hospital mean to you? Do you consider yourself a 
missionary? Why or why not?] 
(11) To what extent is religion/spirituality important in medicine? To what extent does it impact 
your practice or relationships with patients? 
Hospital specific 
(12) How do you feel that working at GCH/Gelel Hospital impacts your clinical practice?  
(13) Is there anything that you would change about the way medicine is practiced here? If so, what 
and why? If not, why not? What do you feel would make you a more effective physician? 
(14) How do you feel medicine is different in the United States and Ethiopia? How does your 
medical practice compare with someone practicing in the United States? 
(15) What is the hardest part about being a doctor in Ethiopia generally and Gelel specifically? 
Hospital and Community 
(16) How do you feel patients perceive this hospital? Why? 
(17) Why do you think patients prefer one hospital over the other? 
(18) How do patients in this community compare to patients in other settings in which you have 
worked? What do you think attributes to these similarities and differences? 
(19) What do you think is important to patients when they evaluate health care quality? 
(20) What role does traditional medicine/wogeshas play in medicine here? How do you address this / 
approach this in your clinical practice? 
(21) What do you feel is the role of the hospital in this community? In what ways does the hospital 
fulfill this role and in what ways is it lacking? Could anything be done to change this? 
(22) What are the differences between public and private hospitals in your opinion? What role do 
private hospitals or mission hospitals play in providing health care in the community? 
(23) What do you feel is the role of the state/government in providing health care? How well do you 
think this I carried out? 
(24) [What do you see as the role of mission hospitals in Gelel specifically and Ethiopia or Africa 
more generally? What do you think should be the goals of these hospitals in the short-term and 
long-term? How do you feel they impact health care generally within the region?] 
(25) What do you feel is the most important reason for poor health statistics in Ethiopia? What could 
be done to improve it? 
Transnational health 
(26) Have you had the opportunity to practice medicine or train outside of Ethiopia? What was your 
experience like? If not, do you have any desire to do so? 
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(27) Can you describe any previous experiences with visiting health care professionals? In your 
experience, what were some of the positive and negative aspects to visitors being present? 
(28) How do you feel that visiting physicians impact the hospital? What are the advantages and 
disadvantages that you see in having medical/surgical teams visiting? 
(29) Why do you think people come to your institution from abroad? Who do you feel should be 
allowed to come?  
(30) What advice would you give someone who wants to follow your career path? 
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Appendix B: Pre-Arrival Survey for American Volunteer Physicians 
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Gelel	Christian	Hospital	
12. Please describe your motivation(s) for your involvement in 
this trip. 
 
13. What do you hope to accomplish during your time at Gelel 
Christian Hospital? 
 
14. What do you think will be your (or your team’s) greatest 
barriers to accomplishing your goals at Gelel Christian Hospital? 
 
15. What do you feel will be the most important factors for 
succeeding in your goals at Gelel Christian Hospital? 
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Appendix C: Qualitative Interview Measure for Visiting Physicians 
 
(1) Tell me how you came to be here at GCH. When did you come and how long do you plan to 
stay? Why this hospital in particular? Have you been here before? When? 
(2) What contributed to you pursuing a career in medicine? Have your motivations changed? 
(3) What are your motivations for pursing this type of medical trip? 
(4) What is the most surprising part of your experience? The most disappointing? 
(5) What do you think worked well? What would you change? 
(6) What are them most important aspects of a successful trip? 
(7) How do you feel that doing medical trips will impact / impacts your clinical practice at home? 
(8) In what ways in your work at GCH similar or different to your work in other settings? 
(9) How do patients in this community compare to patients in other settings in which you have 
worked? What do you think attributes to these similarities and differences? 
(10) Is there anything that you would change about the way that medicine is practiced here? If so, 
what and why? If not, why not? What do you feel would make you a more effective physician 
while you are here? 
(11) How do you feel that visiting physicians impact the hospital? What are the advantages and 
disadvantages in having visiting medical/surgical teams? 
If you’ve been to GCH before: 
(12) How has the hospital changed since your last visit? What do you think accounts for this 
change? 
(13) What are factors that you think make someone an excellent physician? An incompetent 
physician? 
(14) How do you define health? As a physician how do you address health/what parts are you 
responsible for? 
(15) What resources or guidelines do you use to guide your clinical practice? 
(16) How do you define medical ethics? 
(17) How do you define a mission hospital? Do you consider GCH a mission hospital? 
(18) What does working at a mission hospital mean to you? Do you consider yourself a missionary? 
Why or why not? 
(19) To what extent is religion/spirituality important in medicine? To what extent does it impact 
your practice or relationships with patients? 
(20) How do you feel medicine is different in the United States and Ethiopia? How does your 
medical practice compare with someone practicing in the Ethiopia? 
(21) What do you think is the hardest part of being a doctor in Ethiopia? 
(22) What is the hardest part of being a doctor in the U.S.? 
(23) What do you see as the role of mission hospitals in Gelel specifically and Africa more 
generally? What do you think should be the goals of these hospitals short-term and long-term? 
How do you feel they impact health care within the region? 
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Appendix D: Qualitative Interview Measure for Non-Governmental Organization (NGO) 
Members 
 
(1) Tell me about your organization.  
a. What is the mission of your organization? 
b. When was it founded? By whom? 
c. What type of work do you do? Where? 
d. What are the short and long-term goals of your organization? 
e. How are you funded? 
f. What are your biggest challenges in accomplishing your goals? 
g. What are your greatest successes? 
(2) How do you or your organization decide what types of projects to engage in? What resources 
do you use? Who is responsible for decision making?  
(3) What do you feel are the most important aspects of a successful project? 
(4) How do you measure success of a project? 
(5) What are your motivations for being involved with this organization?  
(6) How did you come to work in the Gelel area? Why this area in particular? 
(7) How are you affiliated with the local hospitals?  
(8) What is your experience working with the hospitals in the area? 
(9) How has the hospital changed since you first started working here? What do you think accounts 
for that change? 
(10) (FOR GCH-based NGOs) How do you define a mission hospital? Do you consider GCH a 
mission hospital? 
(11) (FOR GCH-based NGOs) What does working at a mission hospital mean to you? Do you 
consider yourself a missionary? 
(12) To what extent is religion/spirituality important in your work? To what extent does it impact 
you practice or relationships? 
(13) How do you feel that visiting physicians impact the hospital? What are the advantages and 
disadvantages of visiting medical/surgical teams? 
(14) What is the most surprising part of your experience currently? What is the most disappointing? 
(15) What do you think worked well? What would you change? 
(16) Is there anything you would change about how medicine is practiced here? If so, what and 
why?  
(17) What is the difference between public and private hospitals in your opinion? What is the role of 
the private sector in providing health care to the community? 
(18) What is the role of the state/government in providing health care? How well do you think this is 
carried out? 
(19) What is the role of international NGOs in providing health care for this community and in 
under-resources settings more generally?   
(20) What do you see as the role of mission hospitals in Gelel specifically and in Africa more 
generally? What do you think should be the goals of these hospitals short-term and long-term? 
How do you feel they impact health care? 
(21) What do you feel is the most important reason for poor health statistics in this region? What 
could be done to improve it? 
(22) What advice would you give to someone else coming to do this type of work? 
 
 
 
 
  
	 246 
Appendix E: Survey Measure for Community Members 
 
DEMOGRAPHIC INFORMATION 
(1) Age: ___________ 
(2) Gender: ____________ 
(3) Marital Status: _______________ 
(4) Number of children: _________________ 
(5) Number of children living in household: _________ 
(6) Religion:   
1. Orthodox 
 2. Muslim 
Protestant 
  3. Makane Yesus 
  4. Adventist 
  5. Mulu Waangeel 
 6. Other  
 7. No religious affiliation 
(7) How would you rate the importance of religion or church in your life: 
 1. Very important 
 2. Important 
 3. Not sure 
 4. Not very important 
 5. Not important 
(8) Highest level of education:  
1. None (never been to school) 
 2. Some primary education; Highest grade completed ________ 
 3. Completed primary education (Completed grade 8, but attended no secondary) 
 4. Some secondary or preparatory school; Highest grade completed _______ 
 5. Completed secondary or preparatory school  
 6. Some post-secondary education 
 7. Completed post-secondary education (1st degree) Please specify field ___________________  
 8. Post-graduate education (post-first degree) Please specify degree and field ________________ 
(9) Income level per month: 
 1. Less than ETB 499 
 2. Between ETB 500 and ETB 999  
 3. Between ETB 1000 and ETB 1,999 
 4. Between ETB 2000 and ETB 4,999 
 5. Between ETB 5000 and ETB 9,999 
 6. Between ETB 10,000 and ETB 19,999 
 7. Greater than ETB 20,000 
(10) What is your occupation: _____________________________________ 
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HEALTH SERVICES USE AND PERCEPTION 
(11) Have you been sick in the past 1 year? _______ 
(12) Has a member of your household been sick in the past 1 year? __________ 
IF YES TO (11) OR (12): 
 (13) Who was it? ______________ 
 (14) Did you seek any care for this person by somebody outside of your household? 
If yes:  
  (15) From whom? (CIRCLE AND INDICATE ORDER FOR AS MANY AS APPLY) 
   1. Wogesha or other traditional medicine 
   2. Health post  
   3. Health center 
   4. Private clinic 
   5. Pharmacy 
   6. Gelel Christian Hospital 
   7. Gelel Public Hospital 
   8. Other: _______________________ 
IF NO, GO ON TO QUESTION 16. 
(16) Under what circumstances would you go to each of the following? Please give a specific example. IF 
THEY WOULD NEVER GO PLEASE INDICATE NEVER AND WHY. 
(16) Wogesha?  
(17) Health post? 
(18) Health center? 
(19) Private clinic? 
(20) Pharmacy? 
(21) Gelel Christian Hospital? 
(22) Gelel Public Hospital? 
(23) If you (or your wife, if respondent is male) had a difficult pregnancy, from where would you seek 
help? 
(CIRCLE AND INDICATE ORDER FOR AS MANY AS APPLY) 
 1. Wogesha or other traditional medicine 
 2. Health post  
 3. Health center 
 4. Private clinic 
 5. Pharmacy 
 6. Gelel Christian Hospital 
 7. Gelel Public Hospital 
8. Other: _______________________ 
9. None 
(24) Why would you go to choose to go there? 
(25) If your child had a high fever, from where would you seek help? 
(CIRCLE AND INDICATE ORDER FOR AS MANY AS APPLY) 
 1. Wogesha or other traditional medicine 
 2. Health post  
 3. Health center 
 4. Private clinic 
 5. Pharmacy 
 6. Gelel Christian Hospital 
 7. Gelel Public Hospital 
8. Other: _______________________ 
9. None 
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(26) Why would you choose to go there? 
(27) If you broke your arm or leg working, from where would you seek help? 
(CIRCLE AND INDICATE ORDER FOR AS MANY AS APPLY) 
 1. Wogesha or other traditional medicine 
 2. Health post  
 3. Health center 
 4. Private clinic 
 5. Pharmacy 
 6. Gelel Christian Hospital 
 7. Gelel Public Hospital 
8. Other: _______________________ 
9. None 
 
(28) Why would you choose to go there? 
(29) If your mother had terrible stomach pain and might need surgery, from where would you seek help? 
(CIRCLE AND INDICATE ORDER FOR AS MANY AS APPLY) 
 1. Wogesha or other traditional medicine 
 2. Health post  
 3. Health center 
 4. Private clinic 
 5. Pharmacy 
 6. Gelel Christian Hospital 
 7. Gelel Public Hospital 
8. Other: _______________________ 
9. None 
(30) Why would you choose to go there? 
(31) Have you ever been a patient at Gelel Christian Hospital? ___________ 
 If yes, when? 
  1. Within the past 1 year? 
  2. Between 1 year and 3 years ago (After Gelel Public Hospital opened)? 
  3. More than 3 years ago? 
 For what reason? _______________ 
(32) Has a member of your household ever been a patient at Gelel Christian Hospital? ____ 
 If yes, when? 
  1. Within the past 1 year? 
  2. Between 1 year and 3 years ago (After Gelel Public Hospital opened)? 
  3. More than 3 years ago? 
 For what reason? ___________________ 
If yes to (31) or (32): 
 (33) Why did you choose to go to Gelel Christian Hospital for help? 
(34) Were you happy about the care you (or your family member) received while at the hospital? 
(35) What is the most important thing for a hospital to do to be a good hospital? 
(36) Any other thing? 
(37) What about the doctor made you happy?  
(38) What about the nurses made you happy? 
(39) What about the hospital building or facilities made you happy? 
(40) What about the doctor made you unhappy? 
(41) What about the nurses made you unhappy? 
(42) What about the hospital building or facilities made you unhappy? 
(43) What do you think are things the hospital could do better to serve its patients? 
(44) Have you ever been a patient at Gelel Public Hospital? ___________ 
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 If yes, when? 
  1. Within the past 1 year? 
  2. Between 1 year and 3 years ago (After Gelel Public Hospital opened)? 
 For what reason? _______________ 
(45) Has a member of your household ever been a patient at Gelel Public Hospital? ____ 
 If yes, when? 
  1. Within the past 1 year? 
  2. Between 1 year and 3 years ago (After Gelel Public Hospital opened)? 
 For what reason? ___________________ 
If yes to (44) or (45): 
 (46) Why did you choose to go to Gelel Public Hospital for help? 
(47) Were you happy about the care you (or your family member) received while at the hospital? 
(48) What is the most important thing for a hospital to do to be a good hospital? 
(49) Any other thing? 
(50) What about the doctor made you happy?  
(51) What about the nurses made you happy? 
(52) What about the hospital building or facilities made you happy? 
(53) What about the doctor made you unhappy? 
(54) What about the nurses made you unhappy? 
(55) What about the hospital building or facilities made you unhappy? 
(56) What do you think are things the hospital could do better to serve its patients? 
(57) How do you know when a doctor is doing a good job? What specifically do they do? 
(58) If you or a member of your household became very ill, to which hospital would you choose 
to go? If neither, where would you go and why? 
(59) What are the factors that you would consider in making your decision? 
(60) Why would you choose Gelel Christian Hospital / Gelel Public Hospital? 
(61) If the cost of the hospitals was the same, which hospital would you choose? 
(62) What are the factors that you would consider in making your decision, if cost was the same? 
(63) How important are each of the following factors in your decision for choosing one hospital over the 
other? 
  
 VERY 
IMPORTANT 
IMPORTANT NOT 
SURE 
NOT VERY 
IMPORTANT 
NOT 
IMPORTANT AT 
ALL 
1. Cost of hospital stay      
2. Cost of laboratories or tests      
3. Cost of surgery      
4. Specific doctor who works there      
5. Nursing care      
6. Location of hospital      
7. Hospital pharmacy      
8. Religion of hospital      
9. Presence of foreigners      
10. Reputation of hospital in community 
(what others say) 
     
11. Quality of OPD (outpatient)      
 
(64) Are any other factors very important that were not listed above that you would like to mention? 
(65) What is your opinion of doctors that visit Gelel from America or Europe? 
(66) Do you think these doctors are the same or different from Ethiopian doctors? 
(67) What makes them the same/different from Ethiopian doctors? 
(68) If you could choose between seeing a visiting doctor from America or an Oromo doctor from West 
Wellega, which would you prefer? 
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(69) What are your reasons for preferring the doctor from America / Ethiopia? 
(70) Did you hear about the court trial in Nekemte of doctors from the hospital there? 
If yes: 
 (71) What did you hear about it?  
(72) How do you feel about it? 
(73) What is the most important thing that could be done to improve health of people in Ethiopia? 
(74) How should this be accomplished? Who should be in charge? 
(75) Is there anything else that you would like to add?   
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Appendix F: Brief Qualitative Interview Measure for Patients 
 
(1) Bed Number 
(2) Interviewee / Relationship to patient if not patient 
(3) Medical condition 
(4) Religion 
(5) Hometown 
(6) Why did you come to the hospital? 
(7) Did you go anywhere else prior to coming to the hospital for this illness? 
(8) Is there anything that you feel is good about the way health care is provided here? 
(9) Is there anything you would improve about how health care is provided here? 
(10) Is there anything else that you would like to add? 
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